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H ERE we have a book replete with impartial 

information concerning the broad problem 
of the medical care of the people of this country. 
Its purpose is to illumine, not to prove. Some two 
thousand representative physicians in approximate- 
ly five thousand letters give opinions derived from 
their experience in answer to questions raised by 
the American Foundation Studies in Government, 
concerning the adequacy and recommendations for 
improvement of the medical care of our people. 
The carefully selected and edited excerpts from 
these letters make available for the first time the 
opinions of a large number of physicians on a sub- 
ject about which doctors are experts and on which 
they have been until recently far too reticent. The 
opinions reflect a thoughtfulness and concern about 
the problems of medical care which are in sharp 
contrast to the stereotyped statements that have 
come from the professional representatives of medi- 
cal organizations. 

The information thus placed before us comes 
most appropriately at a time when changing cir- 
cumstances are inevitably forcing changes upon our 
present system of medical care, and when public 
opinion may invoke governmental action. It dis- 
sipates the fear that the silence of the medical pro- 
fession, or the die-hard obstructionist policies of 
the more articulate officials of organized medicine 
may result in the organization of the medical 
care of the people without the co-operation and 
expert advice of the medical profession. It inspires 
the hope that the profession will give of its knowl- 
edge concerning problems of medical organization 
as unselfishly and as generously as physicians have 
given of their wisdom and energy in rendering 
service to individual patients. Doctors, who have 
the adequate medical care of the public at heart, 
owe as much to the American Foundation Studies 
in Government for making their opinions articulate 


A book review published under the title ‘Expert Testimony on American 
Medicine’ on August 14, 1937, in the Boston Evening Transcript, whose 
editors have kindly consented to reprinting. All italics are ours. 

*Assistant professor of pediatrics, Harvard Medical School. 


AMERICAN MEDICINE: EXPERT TESTIMONY OUT OF COURT 
A.ian M. But ier, M.D.* 


BOSTON 






as does the public for making such information 
available. 


The two-volume report is too comprehensive to 
be read by many laymen. This is in a way a pity, 
for the lay public would be stimulated by the evi- 
dence in these letters of the wisdom, tolerance and 
disinterested concern with which doctors have 
viewed the public welfare. With few exceptions 
the evidence indicates an intellectual standard of 
which any profession should be proud. The com- 
prehensiveness of the work, on the other hand, in- 
creases its value as a source of reference to those 
persons who, sooner or later, for better or worse, 
will take an active part in the reorganization of 
our medical service—a public service, which at 
present has such characteristics inherent in_ its 
laissez faire development as stimulating competi- 
tion, inefficient lack of integration, assured reward 
of ability, and too frequent success of the charlatan. 


In the first seven chapters of the report doctors 
discuss medicine, what is wrong and what is right 
with it today, and the factors that make it what it 
is and must be considered if medical care is to be 
improved. The majority of the contributors feel 
that a large part of the population does not receive 
adequate medical care, even if this be defined not 
too ambitiously. The present inadequacy is at- 
tributed to: first, the fact that the quality of medical 
care available to the average person is not so 
good as it might be and therefore is not good 
enough; secondly, the layman’s failure to differen- 
tiate good and poor medicine and hence the 
lack of demand for the best care that is now 
available; and thirdly, the cost of good medical 
care being more than many people who are handi- 
capped by sickness can pay. ‘This, of course, is not 
the same thing as saying that medical care is ex- 
cessively costly to society as a whole. The price 
is merely too high for a large part of the people 
who today are asked to pay it. The need is not 
to make medical care cheaper so much as to dis- 
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tribute its costs. This distinction is important lest 
a misplaced emphasis on cost cheapen the quality 
of medicine, increase the cost of sickness to society 
as a whole and give the individual less rather than 
more for his money. 

In discussing means of correcting the first and 
second causes of inadequate medical care, the 
weight of opinion is overwhelmingly in favor of 
directing attention to bettering and broadening 
medical education and to enlarging the role of hos- 
pitals in the medical care of the public. Surprise 
has been expressed at the emphasis placed on medi- 
cal education by the report. But surely this em- 
phasis seems placed correctly. There may be some 
argument about the possibility of improving medh- 
cal care by modifying our medical organization. 
But there can be little doubt that improving the 
knowledge of physicians and increasing the 1n- 
telligence of the layman in selecting his physician 
will have a beneficial effect. 

The improvement in the education of the medi- 
cal student during the past ten years has been so 
striking that it of itself will soon be apparent as an 
important factor in raising the standard af medi- 
cal practice. But the increase in medical knowl- 
edge that has bettered medical education means 
that the physician “is today nowhere able to cover 
the entire field of medical knowledge without out- 
side help either from fellow practitioners, or from 
hospitals and laboratories.” And the rate at which 
medical *knowledge is progressing means that the 
well-educated physician of today will be obsolete 
tomorrow unless he ts provided with the means of 
keeping in contact with advancing medicine. There 
must be nothing static about medical practice, if 
it is to provide the best quality of medical care. 
To the isolated practitioner the task of keeping 
abreast of medicine is well-nigh impossible today. 
As one physician puts it, “In order to keep study- 
ing and improving my knowledge of disease, I had 
to spend at least half of my day in the laboratory 
and in teaching and studying at the university.” 
The close association of physicians with large hos- 
pitals and teaching groups is the best means of 
keeping the practitioner of medicine abreast of the 
times. Add to this an integration of the clinician’s 
broad experience with common ailments and early 
manifestations of disease, the specialist’s expert 
ability, the technical knowledge of the laboratory, 
and the hospital's specialized facilities such as may 
be accomplished by large clinics, and the impor- 
tance of the place of the hospital in providing bet- 
ter medical care becomes manifest. “The kernel of 


the organization of medical care must eventually 
be the hospital of the community for it can offer 
the necessary facilities of every kind in the most 
economical way.” 

There 1s much difference of opinion as to the 
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responsibility of Government in meeting the third 
difficulty, namely, that pertaining to cost. Some 
opinions express the belief that “the care of the 
sick should be a function of the state, just as fire 
protection, police protection, and education.” Many 
suggest that “it is certainly well within the phi- 
losophy of current trends toward general social and 
economic security to demand health security for 
many more people than is available at present.” 
Others, though suspicious of bureaucratic control, 
“deeply resent a situation in which so large a part 
of the people get no medical care or too little, or get 
it too late or from inexpert practitioners.” Many 
of the writers, however, consider that the present 
deficiencies are an inherent part of our present so- 
cial order, and, as such, demand no more con- 
cern than many other distressing facts. To these 
doctors, improvement will come with improve- 
ment in our general economic state. “Without 
doubt there is room for improvement in medi- 
as there is in politics, in business, 
and in about everything one can think of.” But 
“nothing is wrong with the practice of medicine 
except that it is an institution of and for human 
beings.” To these doctors the problem of medical 
care is part and parcel of the general economic 
problem of society. “If everyone in the country 
had a reasonable living assured him, there would 
be no problem of medical care.” And they feel no 
need of reorganizing our medical service. “If 
change is indicated it seems that it could best be 
accomplished by sociologists working to improve 
the economic status of the people generally by bet- 
ter wages and more favorable employment, thereby 
providing good food, warm clothing, hygienic 
homes and better morale, which make for less 
sickness and better health. Society has not yet 
agreed to provide for the individual food and 
shelter of a ‘reliable character’ or at a ‘rate 
of cost which is within the reach of all.’” So 
“why pick on medical care?” “A patient is 
not entitled to medical any more 
than he is entitled to free housing, free clothing 
and free feeding.” “Service in time of illness is 
no more a birthright than is a livelihood or a suit 
of clothes.” In spite of such divergent opinions 
the evidence clearly indicates that the majority of 
these physicians feel the state is responsible for the 
care of the indigent sick. There is, however, little 
agreement as to how this responsibility should be 
met. 

In the remaining chapters of the first part of the 
report opinions on specialization, group practice 
and public-health organization are presented. The 
consensus 1s that there are too many poor special- 
ists and not enough good ones. There is agree- 
ment that the recently established certifying boards 
are a step that should raise the qualifications of 
those designated as specialists and help the public 
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tree service 
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distinguish between the properly and improperly 
qualified specialist. The role of the hospitals in 
providing the best environment in which special- 
ists may work and develop is stressed. 

The trend toward group practice 1s discussed as 
a means of dealing with the complex character of 
modern medicine. There is much disagreement as 
to whether “group practice” in the ordinary sense 
really solves this problem. Here again it is sug- 
gested that a proper extension of the hospitals’ 
staffs and functions should be the development of 
the future. State and federal health agencies are 
felt to be the proper places for government to enter 
medicine. “Public health units though effective in 
controlling hygiene and prevention of disease in 
communities can not provide medical care to indi- 
vidual patients.” 

In the last four sections, or second part of the 
report, doctors discuss various proposals for the re- 
organization of medical care and public health 
services. Their opinions are presented under the 
chapter headings: one, State, County, and Com- 
munity Plans for Providing Medical Service; two, 
State Medicine; three, Health Insurance; and four, 
Limited State Medicine and Private Practice. 

The majority opinion 1s that the Government's 
part in medicine should be limited. It supports 
the view that Government funds should be pro- 
vided for the care of the indigent sick and suggests 
that this end be accomplished largely through ex- 
isting hospitals. The role of public-health services, 
federal, state and local, in such diseases as tuber- 
culosis, pneumonia and syphilis is commended. 
Proposals are made that other diseases particularly 
disabling or requiring long and excessively expen- 
sive treatment receive benefits from the public- 
health services. 

Many opinions favor health insurance or some 
prepayment plan. Such plans for distributing the 
cost of medical care, so that the major share would 
no longer fall on those whose incomes are dimin- 
ished by sickness, do not of course remove from 
the Government the responsibility of caring for the 
indigent sick. They might, however, by limiting 
and distributing the costs reduce the number of 
indigent sick. The question is raised as to whether 
the insurance principle is applicable to health. A 
state public health commissioner says on this point: 

“A practical point often overlooked is that a con- 
siderable part of the cost of medical service under 
health insurance is for the care of ordinary illnesses 
treated in the doctor’s office and in the patient's 
home. In my opinion, the costs of such illnesses 
are no more appropriate for insurance than the 
periodic payment of rent. The cost falls more or 
less evenly and is more or less predictable. 

“It is serious illness of catastrophic type and of 
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chronic nature which presents the greatest prob- 
lem to the person of small means. The practical 
difficulties of administering insurance directed en- 
tirely against the catastrophic illness, however, have 
prevented the adoption of this limited type of in- 
surance in European countries with other forms of 
social insurance.” 

Yet it 1s generally agreed that medical insurance 
should not be limited and should carry no benefits 
of any kind other than the receipt of adequate 
medical care. The claims arising under limited 
policies and the demoralizing effect of cash or other 
such benefits are obvious objections. There 1s 
widespread support of hospital insurance. The tes- 
timony of many physicians indicates that contract 
practice is practical. If contract practice is a useful 
form of medical service to those that may be 
classed, on the basis of income, as in “the middle 
third,” and if hospital insurance receives the sup- 
port of the majority of physicians, then why not 
insure against the cost of all medical care? 

The report very wisely presents this expert tes- 
timony without taking sides or drawing conclu- 
sions. Complex as the problem of providing bet- 
ter medical care is, this testimony does much to 
clarify it. For out of the confusion of the thou- 
sands of opinions, many of which are in disagree- 
ment, comes to the reader an agreement that indi- 
cates the way to a solution of the problem. 

To this reviewer the way is sufficiently clear and 
not devious. Briefly it may be outlined as follows: 

The main route is better medical education; edu- 
cation of the student, of the public, and the con- 
tinued education of the practicing physician. Hap- 
pily progress is being made here rapidly, and there 
is much evidence that it will continue into the fu- 
ture. There is need of integrating the various 
branches of medical knowledge and equipment. 
The need is reflected in the growth of group med- 
icine and consulting clinics. But it will be met 
only when the way is open for a broader utiliza- 
tion of our hospital clinics. They should be avail- 
able to more patients who can pay for their medical 
care. The inclusion of the family physician as an 
important member of the hospital staff and the 
extension of hospital medical service to the home 
would permit an integration of personnel, knowl- 
edge and special facilities such as would provide 
an efficient use of all the essential medical assets 
without losing the intimate relation between doc- 
tor and patient and the stimulus and independ- 
ence in lines of progress that are so simply provided 
by unorganized competition. 

For the organization of medical care about hos- 
pital clinics could be accomplished while preserv- 
ing a competition between independent competi- 
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tive groups as free of political control and govern- 
mental bureaucracy, as competitive business is to- 
day. It would permit a Government subsidy for 
the indigent sick with a minimum of capital ex- 
penditure and administrative organization. It 
would provide an organization adaptable to a dis- 
tribution of the cost of medical care by some pre- 
payment plan whenever the time for such arrives. 
This would necessitate modification of hospital 
charters, possibly a radical change, but conserva- 
tive compared with state medicine or compulsory 
insurance. 

Obviously this picture of the road is an over- 
simplified sketch that has been foreshortened. It 
serves a purpose, however, for a complete picture 
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of such a complicated subject might well hide the 
wood for the trees. 

Actually the way is not so short as to assure a 
safe arrival at the end desired. The time required 
to traverse it will depend much upon the medical 
profession. The evidence presented by physicians 
in American Medicine attests to the fact that doc- 
tors have the wisdom and patience to find the way. 
Will they help the understanding and vision of the 
American people enough to prevent misguided im- 
patience from selecting another route that will im- 
pede the effectiveness of better medical education 
and the accession of the hospital to its place of de- 
strable importance in the organization of medical 
care? 





GASTROJEJUNOSTOMY IN RETROSPECT 
P. E. Truespate, M.D.* 


FALL RIVER, MASSACHUSETTS 


URGERY of the gastrointestinal tract has ob- 

viously made notable progress since the begin- 
ning of the present century. Gastrojejunostomy, 
which for so many years was the standard proce- 
dure for the treatment of peptic ulcer wherever 
located, is now reserved for selected cases of old 
cicatricial ulcer occluding the pylorus or as a sup- 
plementary operation to pylorectomy and _par- 
tial gastrectomy. These radical operations, for- 
merly employed only for cancer of the stomach, 
are now accepted as rational methods in most cases 
of ulcer requiring surgical treatment. 

Medical literature of the past twenty-five years 
is replete with discussion on the etiology and op- 
erative treatment of peptic ulcer, yet no one of the 
many theories concerning its origin has been ac- 
cepted, nor has there been established any standard 
procedure of treatment. A series of theoretical fac- 
tors is set forth to explain the origin of peptic ulcer, 
such as altered function of blood vessels or nerves, 
gastric hyperacidity, action of digestive ferments, 
toxins or bacteria, trauma, lack of vitamins and 
constitutional predisposition; yet the pathogenesis 
of this lesion remains unsolved. 

With this background of conjecture, there has 
been no unanimity of opinion on the methods of 
surgical treatment. Out of all the experimentation, 
however, have come principles which appear basi- 
cally sound. Though gastric and duodenal ulcer 
may have the same origin, and may perforate and 
bleed, they differ in some important respects. The 


Read before the Boston Society for the Advancement of Gastroenterology 
in the Cheever Amphitheatre of the Boston City Hospital, January 15, 1937. 

*Chief surgeon Truesdale Hospital and Earle P. Charlton Surgery, Fall 
River. 


former develops in an acid medium, the latter in an 
alkaline. Ulcer located on the lesser curvature 
(the site of gastric ulcer in 90 per cent of the cases) 
causes contraction and interferes with the normal 
motility of the stomach. Moreover, gastric ulcer 
is often a forerunner of cancer. Duodenal ulcer 
as a rule remains benign and causes a deformity 
of the first portion of the duodenum, thus inter- 
fering with the normal passage of food from the 
stomach. 

We have learned also that peptic ulcer may heal 
spontaneously; that in many cases it responds to 
medical treatment; that surgical treatment is in- 
variably less imperative for duodenal than for gas- 
tric ulcer; that good results follow gastrojejunos- 
tomy for duodenal ulcer when cicatricial tissue has 
virtually occluded the pylorus; that the normal 
gastrointestinal tract is a one-way canal and vio- 
lation of this principle by short-circuiting opera- 
tions leads to dysfunction; that complications of 
ulcer such as hemorrhage and perforation present 
emergency problems requiring different methods 
of treatment—medical for the former, especially 
when acute, and surgical for the latter. 


The chronologic development of the operative 
treatment of ulcer presents an illuminating chap- 
ter of experimentation and progress. As early as 
1876 a principle was laid down by Billroth after 
his work on dogs, namely, that partial removal of 
the stomach could be done without causing death. 
A second principle was that cancer of the stom- 
ach in man should be attacked and extirpated by 
wide excision whenever possible. Billroth per- 
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formed the first successful pylorectomy in 1881. In 
all his resections he employed two methods sup- 
plementary to pylorectomy: gastroduodenostomy 
(Billroth 1) and gastrojejunostomy (Billroth Il). 
The second method obviated the mechanical diff- 
culty of uniting the severed end of the stomach to 
the duodenal stump. This operation is one of the 
standard procedures used today. 

Billroth’s work stimulated a great many sur- 
geons to follow his example, among them Péan, 
Rydigier, Mayo-Robson, Winslow, Kocher, Polya, 
Finney and the Mayos.’ In 1881 Wéolfler, of 
Vienna, performed the first anterior gastroenter- 
ostomy for cancer when he found it impossible to 
remove a pylorus densely adherent to the pan- 
creas. In 1885 von Hacker introduced the pos- 
terior method of gastrojejunostomy.’ Five years 
later Mayo-Robson suggested that all chronic ulcers 
which did not respond to medical treatment should 
be subjected to a gastroenterostomy while the pa- 
tient was still a good operative risk. Thus methods 
of dealing with cancer of the stomach were em- 
ployed in the surgical treatment of ulcer. An- 
terior gastroenterostomy was done more commonly 
in England and posterior gastroenterostomy in 
America, particularly the posterior no-loop anas- 
tomosis. Unfortunately, in this early period many 
unnecessary operations were performed, especially 
on nervous patients and tabetics, because the stom- 
ach was so often the seat of referred discomfort, 
and symptoms simulating ulcer were frequently 
referred to this part of the gastrointestinal tract. 

Some operators supplemented gastroenterostomy 
with inversion of the ulcer. Others, for example 
Rydigier, excised the ulcer. In 1900 Rodman de- 
vised the wedge-shaped method of excision for gas- 
tric ulcer. Payr in 1910 suggested the sleeve oper- 
ation. Many modifications of partial gastrectomy 
and pylorectomy were reported by Kocher, Miku- 
licz, Mayo, Pélya, Finsterer, Finney, Schoemaker 
and others. 

In the discussion of an article on the subject of 
pylorectomy published by the author in 1915,° Dr. 
Frederick Murphy, speaking from his own experi- 
ence in the Middle West, stated that the results of 
gastroenterostomy without obstruction of the py- 
lorus were at least uncertain, this being “a fair, 
honest statement of the conditions which the aver- 
age man finds.” By this time a sufficiently large 
number of gastroenterostomized individuals had 
returned with recurrence of symptoms to war- 
rant the observations that although gastrojeju- 
nostomy was successful for old ulcer, the cicatrix 
of which impinged upon the pyloric orifice, results 
following gastrojejunostomy alone were extremely 
disappointing when the ulcer was located away 
from the pylorus. Moreover, in duodenal ulcer 
malignant degeneration was rare, whereas carci- 
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noma of the stomach as a sequel of gastric ulcer 
was frequent enough to warrant local excision or 
pylorectomy or partial gastrectomy in all cases of 
ulcer in this region. 

No discussion on the treatment of peptic ulcer 
would be complete without including something 
more than a mere reference to the Finney opera- 
tion. Allowing for the fact that pyloroplasty is 
limited in its applicability, as Finney has so often 
stated, it can and should be done oftener. The 
principle of this operation is sound. By severing 
the pyloric ring completely, a constricted area at or 
near the pylorus is opened permanently, thus leav- 
ing the stomach with one outlet. If the duodenal 
ulcer is close to the pyloric ring, it may be excised 
in the course of this operation. The Finney oper- 
ation is not applicable and, I believe, was never 
intended to be employed when dealing with gas- 
tric ulcer or where the procedure includes wide ex- 
cision of the ulcer-bearing area. 


One reason why this operation is not more gen- 
erally employed is the difficulty met in mobilizing 
the pylorus and the first portion of the duodenum. 
This is especially true where the area has been the 
seat of recurring attacks of acute inflammation. 
Whenever other structures in this region, such 
as the head of the pancreas, the first portion of the 
duodenum and the common bile duct, are involved 
in the process of cicatrization, no form of plastic 
operation on the pylorus is advisable. Finney’s 
pyloroplasty cannot be done without adequate 
mobilization of the pylorus and the first portion 
of the duodenum. 

This procedure can be carried out with only 
slight risk of injuring the blood supply. Arising 
from the hepatic artery are several branches of the 
right gastric and the gastroduodenal arteries sup- 
plying blood to the pylorus, and it is very unlikely 
that any operation which mobilizes the pylorus 
would make it necessary to sever these vessels. 
If surgical treatment of duodenal ulcer is to be 
endorsed by physicians in general and gastro- 
enterologists in particular, the choice of this opera- 
tion should supersede that of gastrojejunostomy. 

Our first experience with resection of the stom- 
ach for ulcer was an accidental one. In 1908 a 
male, aged forty-three, was admitted with a his- 
tory of indigestion for fifteen years. He was paie 
and emaciated and reported a loss of 20 pounds 
in weight. Exploratory laparotomy revealed an 
irregular, indurated mass in the pyloric region 
associated with enlarged lymph nodes along the 
lesser curvature. This mass was thought to be 
carcinoma obstructing the pylorus. A_ prelim- 
inary gastrojejunostomy was done. After a satis- 
factory convalescence of ten days, partial gastrec- 
tomy was done for what was supposedly carci- 
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noma of the pylorus. Pathological examination 
of the portion of the stomach excised revealed 
multiple ulcers. Convalescence after this second 
operation was more comfortable than after the gas- 
troenterostomy. This man remained well for 
nineteen years and died in 1927 of chronic neph- 
ritis. 

Following this experience we had 7 other cases 
of ulcer at or near the pylorus. In one of these 


also the mass was thought to be cancer. In still 














FIG. 1. Resected stomach, Pélya operation X-ray film, twenty-two 


years after pylorectomy. 

another case the mass removed was thought to be 
ulcer and the pathological report of the tissue 
confirmed the diagnosis of ulcer; yet the patient 
died seven years later of carcinoma of the stom- 
ach. 

These 8 cases were reported in 1914.* Although 
at this time the number of patients operated upon 
was small, the sum total of our experience demon- 
strated the relatively lower mortality and mor- 
bidity of pylorectomy and partial gastrectomy as 
compared with gastrojejunostomy. 

The following year, 1915, our first Pélya oper- 
ation was done for ulcer on the lesser curvature. 
The patient was a woman fifty-three years old 
who had been complaining of stomach symptoms 
for seven years. An x-ray film made February 
26, 1915, revealed an ulcer midway on the lesser 
curvature, causing an hourglass stomach. At oper- 
ation the pylorus was found to be enlarged to a 
considerable degree; its peritoneum was smooth 
and no cicatrix could be seen. Pylorectomy was 
done April 21, 1915, and the ulcer area and pylorus 
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were removed. The muscle bundle at the pylorus 
formed a distinct tumor. X-ray films made one, 
four, thirteen and twenty-two years after operation 
all showed normal functioning of the 
(Fig. 1). Gastric motility 
hibited by the ulcer on the lesser curvature, but 
the hypertrophy of the pylorus was in all prob- 


stomach 


in this case was in- 


ability an important factor in oe gastric stasis. 

Immediately after this study o f hypertrophy of 
the pyloric sphincter associated with ulcer, we came 
upon the antithesis of this condition, atrophy. or 
relaxation of the pyloric sphincter, which was dis- 
covered as a sequela of a well-functioning gastro- 
enterostomy.” 

This patient, a male 40 years old, was admitted February 
11, 1915. Trouble with his began 13 
before. The attacks often came on at midnight or a few 
hours after eating. In 1907 


stomach years 
he was operated upon at an- 
other hospital for an acute, perforated ulcer of the duo- 
denum. The perforation sutured, and the wound 
drained. Eight months later a gastroenterostomy was 
done. The patient remained well for 8 months. Symptoms 
then recurred, gradually increasing in severity. In 1913 
he was given the regular 6 weeks’ rest treatment. From 
September, 1914, to February, 1915, he had about six 
attacks a month. He was admitted to our clinic February 
14, 1915. X-ray examination showed an old duodenal 
ulcer, stasis of the duodenal loop, a patent pylorus and an 
adequate stoma. The test breakfast showed 400 cc. of 
greenish bile-colored fluid and much stringy mucus. 
Free hydrochloric was 25; total acidity, 40. No 
leukocytes, blood cells or bacteria were found. 

February 20, 1915, the abdominal cavity was opened. 
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FIG. 2. Pyloric end of the stomach and about 2 cm. of the duodenum 
removed six years after gastroenterostomy—a, duodenal mucosa; &, small 
crater of ulcer; ¢, pylorus, atrophied and widely dilated muscle; d, mucosa 
of pyloric end of stomach 
The pyloric ring was considerably relaxed. The suture 


line of the stoma was markedly injected and thickened. 
Since jejunal ulcer was suspected, the stomach was 
opened for direct inspection of the stoma. There were 
no signs of marginal ulcer. When the flaccid pylorus 
was packed with gauze, nothing entered the stomach 
by way of the stoma. When the stoma was packed, how- 
ever, bile-stained fluid was seen constantly pouring into 
the stomach by way of the pylorus. By virtue of the 
well-functioning stoma the pyloric musculature was made 
inactive and consequently atrophied (Fig. 2). The pylorus 
remained wide open, and thus a vicious circle was 
established. 
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Pylorectomy was done. The patient made an unevent- 
ful recovery and was discharged March 13, 1915. For 
21 years he has remained well. 

These two experiences proved that in consider- 
ing treatment for gastric or duodenal ulcer, it must 
be borne in mind that the gastrointestinal tract is 
a one-way canal, a principle emphasized in the 
article which appeared in 1915.° Gastroenterostomy 
is a rational operation when the pylorus is stenosed 
by the cicatrix of an old ulcer. This operation is 
illogical when it leaves two openings both of which 
continue to function. 

Three hundred and ninety-three patients with 
peptic ulcer have been admitted to the hospital 
since 1908, of whom 313 were treated surgically 
by the following methods: 

Gastroenterostomy ... 185 

(In 5 cases the ulcer had perforated, requir- 


ing suturing of the perforation in addition 
to gastrojejunostomy. ) 


Partial gastrectomy or pyloroplasty...... 74 
Billroth | 8 
Billroth II ee ere 39 
Pélya 24 
Von Eiselsberg ; emtecee: a 

Suturing of perforation ay 45 

Sleeve resection 2 

Excision of ulcer and cauterization 4 


a 


Modified wedge incision (with elongation « 
lesser curvature) 


Total oT ae 


The cases treated by simple excision of the ul- 
cer are too few to be of significance. Two pa- 
tients are living and well, 1 has obtained partiai 
relief, and 1 with the complication of esophageal 
hiatus hernia is not cured. Two of the 3 in which 
a modified wedge excision of the ulcer was done 
and the curvature sutured longitudinally 
are living and well one year after operation; the 
third patient died week after operation from 
pulmonary embolus. Of the 
sleeve resection, 1 patient is living and well; the 
other continued to complain of epigastric discom- 
fort and about months after leaving 
the hospital. 


lesser 


2 cases treated by 


died four 


There were 50 cases of acute perforated ulcer; 
in 45 of these, treatment consisted of suturing the 
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perforation; in 5, gastrojejunostomy was done in 
addition to suturing. In the former group, 20 of 
the 45 are alive and well with no symptoms, 6 
are obliged to follow a strict diet, and 2 could 
not be traced. Eleven patients died in the hospital 
from the following causes: pneumonia, 1; gastric 
hemorrhage, 1; peritonitis, 8; embolus, 1. Six died 
later from other causes: cardiac failure, 1; sub- 
diaphragmatic abscess, 2; carcinoma of the stom- 
ach, 2; acute perforated ulcer two years later, 1. 
In the 5 cases in which gastrojejunostomy was also 
done, 3 patients are alive and well; 2 died of 
peritonitis. Thus 23, or 46 per cent, of the 48 
traced patients are alive and well and have no 
symptoms. Thirteen of the 50 patients died in the 
hospital after operation, a mortality in this entire 
group of 26 per cent. 

In the series of 185 cases treated by gastroenteros- 
tomy the end-results were as follows: 





Alive and well, no symptoms — 
Died in hospital after operation (2 were cases 
of acute perforated ulcer)... .. 11 
Died from one to seventeen years later of cancer 
of the stomach ..... 12 
Died from one to five years later of jejunal ulcer 2 
Died seven years later of gastrojejunocolic fistula 1 
Living with symptoms (2 with jejunal ulcer) 15 
143 
Died vears later of other causes ae 23 
Untraced 19 
Total ; 185 
In the series of 185 cases treated by gastro- 


jejunostomy there were 9 deaths, a mortality rate 
of 4.9 per cent. Including those who died later 
of carcinoma of the stomach and the cases of 
jejunal ulcer and gastrojejunocolic fistula, the pa- 
tients who did not obtain relief after gastrojejunos- 
tomy number 30, or 18 per cent, of 166 traced 
CASCS. 

In the 9 fatal cases the causes of death were as 
intestinal obstruction, 4; acute dilatation 
of the stomach, 2; lobar pneumonia, 1; 
failure, 1; pulmonary embolus, 

End results in the 74 cases treated by partial gas- 
trectomy or pyloroplasty were as follows: 


follows: 
cardiac 


Bittrotu I Metnop—S8 Cases 








(Well, 4; postoperative death, |; 


Case Admitted End result Years elapsed 
S.H. 1925 Well 12 
V.D. 1928 ES 9 
A.F. 1928 3 9 
A.M. 1928 7 5 
PB. 1928 Died p.o. 0 
M.C. 1914 Died 12 
E.M. 1928 7 


later deaths, 2; untraced, 1) 


Cause of death Final age Remarks 


49 


61 Untraced since 
Ac. dilatation of stomach 43 
Endocarditis 5 
Cerebral hemorrhage 85 
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BittrotH II MetHop—39 Cases 
(Well, 18; partially relieved, 1; postoperative death, 1; later deaths, 14; untraced, 5) 
Case Admitted End result Years elapsed Cause of death Final age Remarks 
J.C. 1913 well 15 62 Untraced since 
H.Y. 1913 ~5 24 54 
B.N. 1913 24 72 
A.A 1914 23 77 
J.B. 1915 22 61 
C.B. 1915 22 49 
B.C. 1915 22 62 
J.C. 1916 21 62 
M.G 1917 20 56 
A.R. 1919 18 48 
J.R. 1919 18 51 
RS. 1919 6 50 Untraced since 
E.B. 1923 14 78 
LD. 1927 10 71 
A.C 1928 10 54 
AJ. 1929 8 51 
C.M. 1930 7 37 
CS. 1937 Y% 35 
M.D 1926 Relieved ll 61 Occasional 
symptoms 
A.T. 1922 Died p.o. 0 Intestinal obstruction 63 
JS. 1908 Died 19 Nephritis 62 
W.B 1909 i 16 Arteriosclerosis 79 
G.C. 1910 4 Cancer (stomach) 64 
C.T. 191] 7 Bronchopneumonia 72 
M.M 1912 6 Pulm. tuberculosis 66 
J.P. 1913 13 Cerebral hemorrhage 70 
<<. 1915 7 Chr. alcoholism 59 
R.B. 1915 3 Cancer (stomach) 42 
C.H. 1915 13 Endocarditis 66 
H.B. 1915 17 Cancer (trans. colon) 75 
P.K. 1917 20 Cerebral hemorrhage 80 
T.O. 1918 l Acc. gas poisoning 46 
S.H. 1923 2 Cancer (stomach) 29 
5 isl 1927 lY% Cancer (stomach) 45 
Pétya MetHop—24 Cases 
(Well, 16; partially relieved, 1; later deaths, 1; undetermined, 5; untraced, 1) 
Case Admitted End result Years elapsed Cause of death Final age Remarks 
M.B 1915 Well 22 75 
T.B. 1915 " 22 70 
J.O. 1922 17 60 
F.P. 1933 3 36 
J.W. 1934 3 66 
C.N. 1934 3 35 
HJ. 1935 2 35 
F.B. 1935 2 67 
F.F. 1935 2 26 
J.D. 1935 2 36 
T.P. 1935 2 50 
M.C. 1935 2 26 
J.P. 1936 l 56 
H.T. 1936 l 52 
J.J. 1936 1 43 
|.F. 1936 ] 42 
S.T. 1934 Relieved 3 37 “Gas and pains 
at times” 

— — Died 2 Lobar pneumonia 

1936 Undetermined <% 

1936 Undetermined <% 

1936 Undetermined <% 

1936 Undetermined <% 


1936 


Undetermined <% 
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Von E1serssercG MetHop—3 Cases 
(Well, 1; later deaths, 2) 
Case Admitted End result Years elapsed Cause of death Final age Remarks 
F.O. 1914 Well 23 55 
H.C. 1914 Died 22 Cancer (stomach) 68 
M.C. 1931 : yy Bronchopneumonia 64 
SumMary—74 Cases troenterostomy per se is not an operation that 
Well, no symptoms ................0+++: 39 ~— should be utilized routinely for peptic (especially 
Partially relieved ee ee ye Pe ee ee a ee 2 duodenal) ulcer. They refute the theory ad- 
— a cr naie ie eeen mae ren beet? 2 vanced by many authors that gastrojejunal ulcer 
ae . , is the result of the use of nonabsorbable sutures. 
rae cilia (2 two 22 years later) my 5 They also eliminate tight clamps as a causative 
——_ hin 14 factor, since they are now seldom employed. We 
Undetermined results ...................-. 5 are not convinced by their statement that the level 
NE a soda see reek a eee nie aaah “4 


Thus in 74 cases treated by partial gastrectomy 
or pyloroplasty there were 2 deaths after opera- 
tion, a mortality of 2.7 per cent, as contrasted with 
4.9 per cent, the mortality in cases treated by gas- 
troenterostomy. 

The sequela of jejunal ulcer following opera- 
tions for gastric and duodenal ulcer has been wide- 
ly discussed. The first report of a gastrojejunal 
ulcer has been ascribed to Braun,® who in 1899 re- 
ported a case of perforation of the jejunum eleven 
months after gastroenterostomy. 

In 1920 Lewisohn reviewed a series of gastro- 
enterostomies performed at Mt. Sinai Hospital 
from 1915 to 1920 for peptic ulcer and found that 
gastrojejunal ulcer occurred in 34 per cent of 
cases. In 18 per cent the presence of jejunal ulcer 
was proved at reoperation. This high percentage 
led Lewisohn to adopt the radical operation of par- 
tial gastrectomy, in which it had been demonstrat- 
ed by other operators that the mortality was no 
greater and the results consistently good. In 1929 
he’ reported an increase in the percentage of cures 
from 50 to 90. These results following partial 
gastrectomy were attributed to a reduction in the 
total acidity of the stomach. In 77 per cent of cases 
treated by pylorectomy achlorhydria was present, 
in contrast with only 3 per cent of cases treated by 
gastroenterostomy alone. 

Berg* in 1930 estimated the occurrence of jeju- 
nal ulcer after partial gastrectomy as about 1 per 
cent. Schoemaker® found no case of jejunal ulcer 
after 350 resections by the Billroth I method, and a 
mortality of 5 per cent. Finsterer’® found only 1 
jejunal ulcer after 593 resections. Advocates of 
partial gastrectomy attribute occurrence of jejunal 
ulcer to the fact that not enough of the stomach 
or duodenum was removed at the time of opera- 
tion. 

Lahey and Jordan** in 1928 and Lahey and 
Swinton’’ in 1935 made epochal contributions on 
gastrojejunal ulcer and gastrojejunocolic fistula 
from their clinical observations and operative ex- 
perience. They expressed the conviction that gas- 


of the jejunum at which anastomosis with the 
stomach is made is a factor in the development of 
marginal ulcer. In our 74 cases of gastric resec- 
tion, the anastomosis was made at a lower level 
of the jejunum than in posterior gastrojejunostomy, 
and there has been no case of gastrojejunal ulcer 
in this series. 

We are impressed with the emphasis laid upon 
the liability of gastrojejunal ulcer to occur in the 
presence of an acid medium, and agree that the 
operation which subjects the patient to the least 
liability to this development is one which by virtue 
of its generous resection reduces gastric acidity to 
a minimum and maintains it there. The stomach 
is thus converted into a perfect funnel (Fig. 1), 
allowing quick passage of its contents into the 
jejunum. As a result of this rapid movement of 
food, a very low acidity obtains in the region of 
the stoma. 


In this series 5 cases of gastrojejunal ulcer de- 
veloped after gastroenterostomy, a recurrence in 
185 cases of 2.7 per cent. In one of these the jejunal 
ulcer was followed by gastrojejunocolic fistula 
which finally caused death. 


Recurrence of symptoms after operation is diff- 
cult to discover, because some patients who con- 
tinue to have gastric disturbance are often re- 
luctant to reply to a questionnaire or to return for 
examination. As a matter of fact, they frequently 
seek advice and treatment from gastroenterolo- 
gists. From such investigations as we have been 
able to conduct, we have found that the gastroen- 
terostomized patients who are not cured suffer 
from recurrence of symptoms after an interval 
varying from six months to a year or two. Those 
who remain well have done so because at the time 
of operation there was almost complete occlusion 
of the pylorus by cicatricial tissue. On the other 
hand, the 67 traced patients for whom partial gas- 
trectomy was done, with the exception of 5 who 
died later of cancer of the stomach and 2 who re- 
ported mild symptoms, obtained permanent relief. 

Many authors have published similar compara- 
tive data. Abadie’® reported a series of 354 cases 
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treated by the Billroth II method with 94 per cent 
cures, as contrasted with 71 per cent cured by 
gastroenterostomy in 71 cases. Bérger** found only 
54 per cent cured after gastroenterostomy, and 93.3 
per cent after partial gastrectomy. Paterson,"” 
Walton" and Hurst*’ objected to the more radical 
resection because of the high mortality and result- 
ing anemia. This led Morley and Roberts'* to 
investigate the role of gastric juice in warding 
off pernicious anemia; they found a higher in- 
cidence of anemia after the Pélya operation, but 
very little after the Schoemaker modification. Our 
end results in 24 cases treated by the Pédlya method 
have failed to disclose any serious form of blood 
dyscrasia. Paterson,’ of London, and .Jordan,"® 
of Boston, stressed the need of prolonged and ef- 
fective postoperative treatment as to diet and rest. 
The importance of a close interlacement of the ac- 
tivities of surgeon, internist and gastroenterologist 
in the management of cases of peptic ulcer can- 
not be overemphasized. 

In comparing results after both methods, re- 
ported by surgeons in Europe as well as those in 
various clinics in the United States, it is apparent 
that mortality from resection of the pylorus is not 
so high as originally feared and the permanent re- 
sults are immeasurably better. 
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DIscussION 


Dr. Frank H. Laney: I have very much enjoyed Dr. 
Truesdale’s discussion of gastroenterostomy, and _ particu- 
larly the report on the cases in which this has been done 
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over such a long period of time. It has always been my 
opinion that when a man treated such a condition as a 
peptic ulcer by any one operative procedure such as sub- 
total gastrectomy or gastroenterostomy, he must surely 
be wrong in many cases. It is impossible to make an 
operative procedure fit every individual; likewise, it 1s 
impossible to make every individual fit an operative pro- 
cedure. 

There are certain things which we have learned regard- 
ing gastroenterostomy which would agree, I think, with 
almost everyone’s opinion. The outstanding one is that 
gastroenterostomy as a routine procedure for duodenal 
ulcer is today unjustified. There are too many gastro- 
jejunal ulcers, and while one cannot definitely state what 
the actual percentage is, it is too high to justify the method 
as a routine operative measure with which to treat sur- 
gically peptic ulcer. Impressions as to the value of gastro- 
enterostomy can be very misleading. When one lives 
with the surgical complications that follow it in such large 
numbers and with such serious consequences as we do, 
one cannot fail to be impressed with the fact that one 
would not like to have a gastroenterostomy done in his 
abdomen. I shall have to operate tomorrow on a gastro- 
jejunal ulcer with a colonic fistula which will seriously tax 
every surgical resource we have, and certainly this patient 
will be faced with the prospect of an extremely high mor- 
tality risk. One has to see but a few of these gastrojejuno- 
colic fistulas following gastroenterostomy to be certain that, 
when such a complication ensues, one should seriously wish 
that the operation had never been performed. 

Despite this criticism, there are cases in which gastro. 
enterostomy must be employed. Given a patient who is 
such a bad risk that he cannot stand the ideal procedure 
of subtotal gastrectomy, we should much prefer to do 
an operation which we do not like and have a live patient, 
than one which we do like and not have a live patient. 
There are as Dr. Jordan has stated, 
notably people past middle life with cicatrizing chronic 
ulcers at the pylorus producing obstruction, and with rela 


certain individuals, 


tively low acids, in whom gastroenterostomies do very well. 
The cicatrized obstruction at the pylorus without ulcera- 


tion is ideal for gastroenterostomy, but in the young 


individual who has a high acid and a prospect of long life, 
and who does not have pyloric obstruction, gastroenteros 
ultimately to the 


tomy frequently but adds seriousness 


of the ulcer situation. It is in these cases that we strongly 


advocate subtotal gastrectomy. We have employed it 


s, and have been quite 


rhere is a procedurt 


in a considerable percentage of case 


satished with the end results. which 


has proved of value in our hands in 17 of these dangerous 
cases: leaving the duodenum with the ulcer in it, turning 
in the pylorus and then doing high resection. 


that 


A follow up 


of these cases has shown the end results have been 


quite auusfactory as in those cases in which the duo 
denum was remo ed. 

Part of the seriousness of subtotal gastrectomy lies in 
the time consumed, and the trauma resulting from having 
to dig the posterior, chronic, eroding, wall ulcers out 
of the head of the pancreas; so that a procedure by which 
they can be left, definitely shortens the time of the opera- 
tion and diminishes the risk. 

Subtotal gastrectomy undoubtedly does produce anacidity, 
it undoubtedly does diminish the incidence of gastrojejunal 
ulcer, and it undoubtedly is followed by fewer digestive 
complaints. On the other hand, the operation is a serious 
one. I have repeatedly said about thyroid operations that 
when everyone does them, the mortality will be high. 
When they are turned over to a few men who have learned 


to do them, mortality will decrease. 


The same thing is 
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true of subtotal gastrectomy. It has been a difficult opera- 
tion for me to perfect myself in. It has required a good 
deal of experience, and | feel that when many men per- 
form subtotal gastrectomies, the mortality will be high. 
When a few men do them and become expert, the mor- 
tality will be low and the results excellent. 


Dr. Arruur W. ALten: I have enjoyed Dr. Truesdale’s 
paper very much, and I am in accord with most of his 
statements. I shall confine my remarks to those few points 
on which we may slightly disagree. 

Posterior gastroenterostomy is the operation of choice 
in the obstructing type of duodenal ulcer. This obstruc- 
tion is usually caused by scar tissue, and it occurs in pa- 
tients with long ulcer histories. They are usually past 
middle life. The activity of their ulcers is likely to be 
entirely past, so that we have only a mechanical problem 
to consider. This type of patient responds most success- 
fully to simple gastroenterostomy, and he usually has no 
further difficulty throughout the rest of his life. 

The other point about which Dr. Truesdale and I may 
disagree relates to the posterior wall duodenal ulcer that is 
complicated by profuse hemorrhage. In this type of case, 
I am perfectly certain that one must decide whether an 
operation is to be undertaken or whether the patient is 
to be allowed to get well, if possible, by conservative meas- 
ures. As many of you know, I have been particularly 
interested in this type of patient for some time, and am 
certain of a few points that are of value. One is that when 
a known duodenal ulcer in a patient under 50 years of age 
has a hemorrhage, no matter how severe, bleeding is 
almost sure to subside. In patients over fifty the danger 
of fatal hemorrhage is much greater, and in a group of 
such cases between fifty and seventy, one third of the 
patients actually bled to death. For this reason we must 
consider very carefully what measures should be instituted 
at the time of the hemorrhage, also what measures should 
be instituted after the hemorrhage has ceased. If we elect 
to allow, the patient to recover on a conservative regime, 
we must then give up all hope of surgery during the acute 


GASTROJEJUNOSTOMY—TRUESDALE 


469 


phase. For if these patients are not operated upon within 
forty-eight hours of the start of the hemorrhage, they 
nearly always succumb to any operative procedure. This 
is not due to blood loss alone but also to the loss of other 
elements from the ingestion of the food which must be 
withheld, and which cannot be absorbed or replaced 
by any artificial means during the acute phase of hemor- 
rhage. Thus, patients who are operated upon after a week 
or ten days of bleeding, although their blood may be 
replaced by transfusions, will succumb to pneumonia, in- 
fection, and so forth. Therefore, if we have a good-risk 
patient over fifty with a known duodenal ulcer and mas- 
sive bleeding, we should very carefully consider operation 
as soon as the shock has been combated. I described a few 
years ago in the Annals of Surgery (October, 1933) a 
logical method of approach in such cases. The bleeding 
vessel has three separate communications with the general 
circulation, and these must all be ligated outside of the 
ulcer area in order to stop the hemorrhage. Sutures passed 
through the indurated area are very apt to be unsuccessful. 
We know of patients who have bled to death following 
gastroenterostomy alone under these circumstances. 

One must seriously consider an operation of election 
in patients who have recovered from severe massive hemor- 
rhages from duodenal ulcer. We have done 36 partial 
gastrectomies for such lesions. None of these patients have 
bled to death since this operation. Several have developed 
new ulcers, and these patients have not only an ulcer 
diathesis but also a hemorrhagic diathesis; their new ulcers 
bleed, sometimes quite profusely, but so far none have 
resulted fatally. In other words, we feel that we have 
protected them against fatal hemorrhage because the large 
vessels that became eroded have actually been ligated. 
We are somewhat discouraged about this group of patients, 
and believe that if any operative attempt is made to pro- 
tect them it should not be pylorectomy alone, with ligation 
of the vessels running into the ulcer bed through the head 
of the pancreas, but should include a radical subtotal gas- 
trectomy, taking as much of the fundus of the stomach 
as can safely be included in the resection. 
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THE DURATION OF ATTACKS OF ANGINA PECTORIS ON EXERTION 
AND THE EFFECT OF NITROGLYCERIN AND AMYL NITRITE 


J. E. F. Riseman, M.D.,* anp M. G. Brown, M.D.t 


BOSTON, MASSACHUSETTS 


ecm of the duration of attacks of 
angina pectoris is frequently important in 
diagnosis. The conditions under which attacks 
occur in daily life do not permit accurate measure- 
ment of the duration of the paroxysms; it is not 
surprising, therefore, to find little uniformity of 
opinion concerning this detail. Cecil,’ for exam- 
ple, states: “The pain while usually paroxysmal 
in character and ordinarily not long continued, 
may persist for hours or even remain almost con- 
stant for days—especially when thrombosis or em- 
bolism has taken place.”* Similarly, although gen- 
erations of patients and physicians can testify to 
the value of nitroglycerin and amyl nitrite in 
cutting short the duration of attacks, no actual 
figures are available. 

Recent studies on the diagnosis and therapy of 
angina pectoris necessitated inducing attacks by 
exercise under standardized conditions simulating 
those which precipitate paroxysms in daily life.” *: * 
This made it possible to measure the duration of 
the attacks accurately and to observe the effect of 
nitroglycerin and amyl nitrite on the duration of 
the pain. 

METHODS 


Attacks of angina pectoris were induced by hav- 
ing the patient repeatedly mount and descend a 
two-step staircase according to the method pre- 
viously described.° For the purpose of this study 
the patient was requested to stop exercise when 
the pain reached the same intensity as in daily 
life. The length of time from the cessation of ex- 
ercise to the complete disappearance of discom- 
fort, as well as the time at which any variation 
in intensity of the pain occurred, was measured 
by stop watch. In practically all instances the dura- 
tion of the attacks was measured on at least three 
different occasions but only one test was performed 
on a given day. 

At the time of the first examination each patient 
was questioned concerning the length of attacks 
in daily life. On the completion of each test he 
was asked whether the attack was shorter or longer 
than those usually experienced and he was also 
asked what he believed the duration of the attack 
to be. 


The effect of nitroglycerin was observed by 
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placing a tablet of the drug under the patient’s 
tongue immediately on cessation of the exercise 
and measuring the length of time required for the 
pill to dissolve and for the pain to disappear. 
Doses of 1/100, 1/200 and 1/500 gr. were used. 
The effect of each strength was measured in each 
patient on at least three different occasions. On 
completion of the measurements the patient was 
asked whether in his opinion the pill had been 
of value in shortening the duration of the attack. 

The effect of amyl nitrite was measured in a 
similar fashion, a perle being broken immediately 
on the cessation of exercise and the patient being 
asked to inhale deeply three times. 

RESULTS 
The Duration of Untreated Attacks of 
Angina Pectoris 


The patient's estimation of the duration of at- 
tacks in daily life was recorded in 100 cases 
(Table 1). Few individuals had actually meas- 


TABLE 1. The Duration of Attacks in Daily Life, Accord- 
ing to the Estimation of 100 Patients. 








Estimation Per Cent 
“A few seconds” 10 
“A few minutes” 29 
1-3 min. 19 
3-5 min. & 
5-10 min. 22 
10-15 min. § 
More than 15 min. - 








ured their attacks and the remainder had difficulty 
in estimating the duration of pain. Seventy-eight 
per cent believed the pain continued “a few min- 
utes” or less than ten minutes. Several stated that 
the attacks continued from one-half hour to one 
hour; questioning frequently revealed that this 
was doubtful or impossible. Those who had meas- 
ured their attacks found them to be two minutes 
or less in duration. 


The actual duration of attacks of angina pectoris 
was measured in 87 patients. Pain on exertion 
began gradually and increased slowly for ten to 
thirty seconds, following which the intensity sud- 
denly increased, causing the patient to stop and 
stand still. With the cessation of exertion the in- 


tensity of the distress usually continued unchanged 
for some time and then suddenly decreased, fol- 
lowing which the residual discomfort disappeared 
more gradually. The end point for complete dis- 
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appearance of pain was not sharp but could be 
measured with an accuracy of five seconds or less. 
Approximately 10 per cent of the patients noted 
that within ten to twenty seconds after the cessa- 
tion of exercise a further increase in distress oc- 
curred which, after continuing unabated for a 
time, disappeared in two stages as described above. 
The total duration of pain was likely to be longer 
in the latter group of individuals. 

The actual length of time from the cessation of 
exercise to complete disappearance of pain was less 
than three minutes in 97 per cent of the patients 
(Fig. 1). Three patients had attacks which were 
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FIG. 1. The duration of attacks of angina pectoris on exertion. 


longer than three minutes; the longest duration of 
pain was ten minutes. One patient had attacks 
which lasted only ten seconds; no attacks were 
shorter. 

The patient's estimation of the duration of the 
observed attacks was practically always greater 
than the-actual elapsed time. In many instances 
they estimated the pain to be two to four times as 
long as the measurements indicated. Impartial 
observers who did not actually measure the dura- 
tion of attacks frequently made the same error. 

Practically all patients stated that the attacks 
which they experienced under our observation 
were essentially the same in duration and intensity 
as those experienced in daily life. Since these 
persons had been questioned once each week for 
long periods of time, any change in the duration 
of attacks in daily life was very noticeable when 
encountered. Such variation was rare and there 
was reason to believe that coronary occlusion or a 
definite progression of the patient’s condition had 
occurred.° 


The Effect of Nitroglycerin and Amyl Nitrite 


The patient's opinion concerning the efficacy of 
nitroglycerin was studied in 100 cases. Forty-three 
per cent were either certain that nitroglycerin was 
of no value or were uncertain of its effect 
(Table 2). 

The solubility of nitroglycerin tablets varied with 
the composition of the tablet and also with the 
amount of moisture in the patient’s mouth follow- 
ing exertion. Hypodermic tablets dissolved com- 
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pletely in fifteen to twenty seconds and only rarely 
required as long as thirty seconds. The tablet 
triturate and the granules required one to two 
minutes for complete solution. 

Less than two seconds were required for the ob- 
servers to place a tablet under the patient’s tongue. 


TABLE 2. The Value of Nitroglycerin in Terminating 
Attacks, According to the Estimation of 100 Patients. 





Estimation Per Cent 
Of value 39 
Of no value 19 
Not certain of value 24 
Never tried nitroglycerin 18 





Approximately ten seconds were necessary for the 
patient to take the bottle from his pocket, shake 
out a tablet and administer the medicine to him- 
self. 

The effect of nitroglycerin in terminating at- 
tacks was studied in 37 cases (Fig. 2). Tablet tri- 
turates had little or no effect on the duration of 
pain. The results described below were obtained 
with hypodermic tablets. For all practical pur- 
poses 1/200 gr. was as effective as 1/100 and was 
less likely to cause headache; 1/500 gr., while of 
value, was less effective. 

The attacks without medication continued for 
less than one minute in 18 patients. In 61 per cent 
of these persons nitroglycerin did not change the 
duration of pain; in 22 per cent the attack was les- 
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FIG. 2. The effect of nitroglycerin on the duration of the attack. 


sened by about one third; in 17 per cent the at- 
tack was increased by about one third. 

The attacks without medication continued for 
from one to two minutes in 16 patients. Thirty- 
eight per cent of these persons were not benefited 
by nitroglycerin; 62 per cent were helped; in no 
instance was the pain made longer. 

Three patients had attacks which continued, 
without nitroglycerin, for two to three and a half 
minutes. These individuals are not included in 
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Figure 2 because the effect of only a single dosage 
(1/100 gr.) was determined. In each case the 
attack was made definitely shorter. The average 
duration without nitroglycerin was 168 seconds, the 
duration with 1/100 gr. of nitroglycerin was 109 
seconds. 

All patients whose attacks were made shorter by 
nitroglycerin were aware of the decreased duration 
but estimated it to be much greater than was 
shown by the stop watch. 

The effect of amyl nitrite was measured in 14 
patients, 8 with attacks less than one minute in 
duration and 6 with attacks from one to two min- 
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FIG. 3. The effect of amyl nitrite on the duration of the attack. 


duration of attacks was most noticeable in those 
individuals whose pain was comparatively per- 
sistent. Patients whose attacks were ordinarily 
less than one minute frequently showed a definite 
increase in the duration of pain following the use 
of amyl nitrite. 

Untoward effects of nitroglycerin and amyl 
nitrite were uncommon. Many patients experi- 
enced headache and a sense of fullness in the head 
following the use of 1/100 gr. of nitroglycerin. 
This was comparatively rare with 1/200 gr. and 
entirely absent with 1/500 gr. Amyl nitrite fre- 
quently caused a sense of fullness and a marked 
sense of warmth in the head. Two patients who 
had exercised many times without any untoward 
effects experienced a sense of weakness when given 
nitroglycerin (1/100 gr.) to terminate an attack. 
These patients showed marked pallor, perspira- 
tion and a fall in blood pressure but no electro- 
cardiographic changes. Recovery recurred within 
an hour. Such untoward effects have been re- 
ported previously,’ * but fortunately are rare. They 
are probably due to the marked fall in blood pres- 
sure occasionally induced by nitroglycerin with 
patients in the upright position.*\® In our ex- 
perience they were not associated with any evidence 
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of myocardial damage and were interpreted a 
being due to an overdose of the drug. Since 1/20 
grain was not followed by such manifestation it i 
advisable to use the smaller dosage in most in 
stances. 

Not all individuals are helped by these prepara 
tions.’”'*' The high frequency of apparently benc 
ficial results is due, at least in some measure, t 
the fact that the attacks are ordinarily short in 
duration and the time of cessation of pain coin 
cides closely with the time the tablet is obtained 
and placed under the tongue or the time the perk 
is broken and inhaled. 


SUMMARY AND CONCLUSIONS 


1. The actual duration of attacks of angina pec 
toris induced by measured in $7 
patients. The results were compared with the pa- 
tients’ estimation of the duration of the paroxysms 
experienced in daily life. The effect of nitrogly- 
cerin in terminating attacks of angina was meas- 
ured in 37 and that of amyl nitrite in 14 patients. 
These results were compared with the duration of 
untreated attacks in the same individuals and also 
with the patients’ estimation of the efficacy of these 
preparations. 

2. So far as the patients could judge, the pain 
induced under standard conditions was similar in 
duration to that experienced in daily life. The 
majority (97 per cent) of attacks measured were 
less than three minutes in duration. Practically 
all patients believed that the attacks were longer. 

3. Nitroglycerin or amyl nitrite was of no value 
in many patients and increased the duration of 
pain in a few individuals. In about one half the 
patients these drugs decreased the duration of pain 
by about one third; this was commoner in patients 
whose attacks were longer than one minute in 
duration. This decrease in the duration of pain 
was noticeable to the patient and was welcomed. 

4. Since the attacks are of short duration the 
cessation of pain frequently coincides with the 
solution of the nitroglycerin tablet. This explains, 
at least in part, the frequency of apparently bene- 
ficial results. The tablet triturate is slow in dis- 
solving, and the nitroglycerin content does not be- 
come available until the pain has disappeared or is 
subsiding. The hypodermic tablet, which is more 
rapidly soluble, is the preparation of choice. 

5. Amyl nitrite offered no advantage over nitro- 
glycerin. For all practical purposes 1/200 gr. of 
nitroglycerin was as effective as 1/100 gr.; 1/500 gr. 
was distinctly less effective in terminating attacks. 


exertion was 
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EDICINE is under attack by a variety of 

people. It therefore becomes encumbent 
upon organized medicine to inquire if the medi- 
cal service that has been given to the people of 
America is a competent medical service. 

If we take the crude mortality of the people of 
the United States, we find that it is less than any 
country in the world. We have reduced the deaths 
from tuberculosis in the last thirty years from 202 
per 100,000 to 51 per 100,000. Typhoid fever has 
disappeared. Diphtheria is in the course of dis- 
appearing, so that we may say that from the stand- 
point of gross mortality, the medical service in the 
United States has been competent. 

Has the distribution of medical service been ef- 
fective? It must be admitted that in our country 
there are some geographical inadequacies of medi- 
cal service, but I think it may be stated safely that 
the deficiencies of distribution of medical services 
are not at all comparable with the illiteracy that 
exists in some of the backward areas, nor with the 
inadequacy of nourishment, living conditions and 
housing. In addition, it might quite well be chal- 
lenged whether the distribution of medical services 
can be adequate for certain areas until the basic 
defects of education have been overcome, until 
more roads are built, the sparsity of population 
overcome and the needs of some remote groups 
of citizens aided by effective contacts with scientific 
medicine. Remember that hospital facilities have 
been increased, and that diagnostic and treatment 
clinics far surpass in number and effectiveness the 
dreams of any sociologist of 1900. I think organ- 
ized medicine may claim that in general there 
has been an effective and only exceptionally an in- 
adequate distribution of medical services. 

Is the diagnostic work in America superior to 
that enjoyed by other less fortunate countries? In 
1884 there was introduced into Germany by Bis- 
marck a form of socialized medicine called the 
Krankenkasse, and in 1911 in England the so-called 
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“panel system” was inaugurated. From whatever 
angle one surveys the present medical service in 
America and compares it with either of these so- 
cialized systems, we find that the American people 
enjoy better health, live longer, are being born 
with better health, and that our young children 
are growing up into better specimens of adults. 
The outstanding defect of both of the foreign 
systems is that they divide the practice of medicine 
into a class practice, and the measure of effective- 
ness of the medical service is dependent upon the 
economic status of the patient. There is thus cre- 
ated a superior type of medical service for the 
well-to-do, and a substandard type of medical prac- 
tice for those in the lower economic brackets. The 
practice of medicine in the lower economic group 
becomes largely a prescription practice—a_ brief 
visit to the doctor, a scant short history and a pre- 
scription or the dispensing of a bottle of medicine. 
One of the most tremendous steps in the practice 
of medicine in America is that it has become a 
diagnostic practice, a practice based upon a com- 
plete physical examination, scientific laboratory de- 
terminations, and the direct opposite of a prescrip- 
tion form of medical practice. The average loss of 
time to a workman in the United States by illness 
is six and a half days, in Germany under the 
Krankenkasse thirteen days, and in England under 
the panel system eleven and a half days. The 
expense of administration of sickness insurance in 
England amounts to over one half the total amount 
paid to the physicians, and the number of nonmed- 
ical workers in Germany is greater than the total 
number of physicians doing the medical work. 


Medical science is divided into two great phases. 
On the one hand is the scientific phase—the accu- 
mulation of scientific data that may be applied to 
the alleviation of suffering and the prolongation of 
life. I make mention, as a digression, that the 
average length of life in this country has been in- 
creased eleven years in the last thirty years, and 
the expectation of anyone born today is that he 
will live to be fifty-nine years, instead of forty- 
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seven as at the turn of the century. This brings 
up another important point—we are becoming a 
civilization of old people. By 1960, when statis- 
ticians say we shall have a permanent population, 
one out of four or five people will be over sixty 
years of age. We shall have a_ constantly increas- 
ing elderly population. The diseases that will con- 
front that population at that time will be first, 
heart disease; secondly, pneumonia; thirdly, can- 
cer; fourthly, Bright’s disease; and fifthly, acci- 
dents. The fifth largest cause of death in the 
United States is death by accident, and the auto- 
mobile contributes 50 per cent of those mortalities. 

The second phase is the distribution of medical 
service, and you cannot distribute medical service 
until the cultural level of the people, until their 
intelligence, is equal to receive it. Why talk of 
sending toothbrushes into backward areas until 
you teach those people that the teeth of their chil- 
dren will depend upon the vitamins in the diet of 
the mother? 

In 1906 Schaudinn discovered the cause of syph- 
ilis. In 1908 Wassermann’s specific tests were 
made. In 1910 Ehrlich devised a specific remedy 
for its alleviation. It took twenty-six years to edu- 
cate the people of this country so that the broad- 
casting companies would permit the use of the 
word “syphilis” on the air. Lynde discovered the 
cause of scurvy in 1757. Lime juice was recom- 
mended to seafaring men in 1794, but it took until 
1854 to pass a law to make it obligatory. In one of 
the largest of the Union armies in the Civil War, 
not ten thermometers were used, yet they had been 
in use over one hundred and fifty years. 

I am not afraid of socialized medicine. There 
remain two questions always unanswered when 
people talk of socialized medicine: What will it 
cost? Who will pay for it? 
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Mr. Bower Aly, one of the proponents of social- 
ized medicine, states that you can obtain a com- 
parable medical service at 10 cents per day per 
person. Now, if you multiply that by the popula- 
tion of the United States for 1929, you obtain the 
tremendous sum of $4,485,000,000. The total 
compensation received by the wage earners in the 
United States in 1929 was $34,450,000,000. Mr. 
Aly’s figures represent an amount of money more 
than 10 per cent of the wages received by the wage 
earners in this country. Even an amount of money 
of these proportions still leaves the problem of the 
indigent unsolved. Now, the indigent are the 
problem of medicine and society. We believe that 
indigency is a local problem, and that the hos- 
pitals that give service to the indigent should be 
remunerated from the general tax fund. We be- 
lieve that the doctors who give that service should 
also be paid from the general tax fund. 

If you keep the indigent problem local, where it 
arises and where it exists, and if you pay the doc- 
tors and the hospitals for that service, the wage 
earner is quite able under ordinary circumstances 
to take care of his medical bills, except for catas- 
trophic illness. 

I wonder how many of you know the meaning 
of the word “America.” I do not believe we have 
reached a stationary point of culture, or that we 
have reached a point where we are satisfied. You, 
of course, say that America is named after Ameri- 
cus Vespucius, a map maker who never saw 
America, but by the strange irony of fate gave his 
name to a great continent. Americo was derived 
from the Gothic word “Amalric.” The Italians, 
liking the soft tones, changed it to “Americo.” It 
means, work, conquer. The 
word America then means “all conquering work.” 


amer—to ric—to 
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[- is always interesting to evaluate the trend in 
medical thought in any given year. In the 
literature, laboratory products have been in the 
van for some.years. This year there seems to be 
a real endeavor to put the laboratory discoveries 
to work since there has been a noticeable increase 
in the number of dermatologic papers devoted to 
the treatment of disease. Thus we would seem 
to be completing the logical cycle—first, of finding 
the problem in the clinic, secondly, of sending the 
problem to the laboratory for solution and, thirdly, 
of testing the solution in the clinic whence the 
problem came. 

A good example of this cycle is given by MacKee 
and Cipollaro.*. They write that there has been 
considerable change in the use of the x-ray, the 
grenz ray and radium and in the therapeutic 
evaluation of these agents. The x-rays, they say, 
are now employed less frequently than formerly 
and less empirically. Much scientific experimenta- 
tion has resulted in the discovery of successful 
therapeutic measures for the treatment of dis- 
ease in which the roentgen therapy was once 
considered the method of choice. Years ago, the 
roentgen ray was considered the best treatment 
for certain warts, lichen planus, acne vulgaris, cer- 
tain clinical types of tuberculosis, eczema, basal 
cell epithelioma, keloid and other skin conditions. 
Today, however, many if not all of these can be 
treated as well, if not better, by other measures. 
Nevertheless (according to these authors) the 
roentgen ray remains the best single therapeutic 
measure in the possession of the dermatologist. 
They add by way of warning, however, that the 
dermatologist using x-rays must know in what dis- 
eases they are applicable and what variety and 
what stages of each disease should and can re- 
ceive roentgen treatment. He must know when 
to use the x-ray “as an adjuvant and when to de- 
pend upon it partly, largely or solely.” He must 
know when to begin treatment and when to stop, 
and what exposure is safe to use. In other words, 
the writers say that those who use the x-ray must 
know well not only the machine that they are 
using but the disease that they are treating, and 
know both in all their phases. 


Radium, they think, has never been so useful 
to the dermatologist as the x-ray, for radium is 
unsuitable for any but circumscribed areas. It 
should be used only in selected cases, such as cu- 
taneous malignant neoplasms, hypertrophies, be- 
nign growths, certain cases of cavernous angioma 
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and of leukoplakia and other precancerous 
growths. The grenz rays, they believe, have a 
very limited usefulness in dermatology. More- 
over, there is a certain danger because their use 
may excite harmful sequelae, such as keratoses. 
Finally, they state that there is nothing the grenz 
ray can do that cannot be done better by x-ray. 

Spiethoff and Berger® do not accept this sum- 
mary dismissal of the grenz ray. In their opinion, 
it has considerable value in recurrent skin affec- 
tions, such as eczema, pruritus ani and psoriasis. 
They plead that the grenz ray is relatively safer 
than the x-ray and that recent improvements of 
the apparatus have removed the onetime objection 
of the machine being too clumsy, have widened 
the field of radiation and have made it possible to 
measure the dose more accurately. 

Fuhs® finds a field of usefulness for Bucky’s soft 
rays, the so-called borderline rays. They need no 
longer be feared; but, in order to avoid cosmetic 
damage (telangiectases, atrophy and pigmentary 
disturbances), he warns against exceeding a cer- 
tain maximal dose per field. The intervals between 
treatments should be watched carefully, as well as 
the number of exposures. In his experience, if 
the borderline ray is used generally it has no value, 
but when it is used on circumscribed areas it has 
considerable value. In acne varioliformis and in 
angioma cavernosum, particularly the nonulcer- 
ated cutaneous form, he finds that borderline rays 
in doses of from 1,000 to 1,200 roentgens are effec- 
tive in many instances. The ray in doses of from 
900 to 1,200 roentgens given at intervals of five 
or six weeks is effective in nevus flammeus of the 
type that disappears partly or completely under 
pressure of a glass. The cosmetic results, he re- 
ports, are better than by any other method. AI- 
though these may be considered the outstanding 
examples in his report, they comprise but a small 
part of the diseases in which he tried out the bor- 
derline rays, but in which the results were less 
noteworthy. 

Desjardins* also summarizes the present-day 
uses of the roentgen ray and radium and gives 
advice as to the selection of cases, the choice of 
remedy and the dosage. He states that the x-ray 
is effective in such bacterial conditions as furuncle, 
carbuncle, acute simple adenitis, acute parotitis, 
cellulitis of the soft tissues, onychia and paronychia, 
because the roentgen ray destroys the infiltrating 
leukocytes and liberates antibodies and other pro- 
tective substances previously elaborated within the 
cells. These protective substances are, therefore, 
more readily available to the body than when they 
were shut up in intact cells. He also lists tuber- 








476 THE 
culous adenitis and blastomycosis as diseases ame- 
nable to roentgen therapy. 

He favors radium in the treatment of malig- 
nant tumors and divides the tumors into three 
classes: first, the radiosensitive tumors, such as 
the basal cell carcinomas; secondly, the moderately 
radiosensitive tumors, such as the prickle cell car- 
cinomas; and, thirdly, the radioresistant tumors, 
such as the melanomas. Such a classification, he 
believes, assists one to choose the proper technic 
and dosage. 

Commenting upon sensitivity, Desjardins says 
that each variety of cell in the body is sensitive to 
the roentgen ray or to radium though in varying 
degrees. In fact, the skin may tolerate a consid- 
erable dose of the roentgen ray without damage, 
as may the mucous membrane, which has approx- 
imately the same sensitivity as the skin. It is the 
author’s belief that the roentgen ray has of itself 
no stimulating properties, and that such cases as 
show effects of stimulation are hyperradiosensi- 


tive. e advises the use of small or moderate 
doses only in the treatment of inflammatory condi- 
tions. Indeed, the more acute the lesion, the 


smaller should be the dose. 

It should be noted that MacKee and Cipollaro* 
and Desjardins* advise much caution in the use 
of the roentgen ray when acute inflammatory con- 
ditions are present. Therefore, there is justification 
for questioning Borman’s® temerity in treating 
erysipelas with an initial two-thirds erythema dose 
which was followed in two days by a full erythema 
dose. He reports that the erysipelas was cured 
within three days. Perhaps the fact that his pa- 
tients were Asiatics accounts for the fact that he 
had no mishaps. In Europe or America we should 
be fearful of a roentgen dermatitis with such 
dosage. 

Lavender and Goldman® also have had experi- 
ence with the treatment of erysipelas with irradia- 
tion but have used ultraviolet irradiation in place 
of the roentgen ray. They wished to compare the 
relative therapeutic efficiency of antitoxin and of 
ultraviolet irradiation. Therefore, they divided 
their 90 patients into three groups. The first group 
of 32 patients received serum, the second group 
of 26 ultraviolet light and the others were used 
as controls receiving treatment by wet dressings 
only. The authors conclude that ultraviolet light 
is the more effective. There are a quicker response 
and fewer complications with the light than with 
the serum. 

On the other side of the picture are the very 
discouraging accidents that now and then attend 
the use of x-ray therapy. When the resulting der- 


matitis has gone on to ulceration and necrosis most 
dermatologists and surgeons have resorted to sur- 
gical removal of the affected tissue. 


But, Wright’ 
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offers the suggestion that, if his two cases are an 
index, surgery may be unnecessary. Wright's 
work was based on a report by C. F. and Creston 
Collins (American Journal of Roentgenology, 
March, 1935) of a case of severe roentgen derma- 
titis in which, after the usual remedies and methods 
had failed, a poultice of the fresh, whole leaf of 
aloe vera succeeded. Collins warned Wright be- 
fore he began to use the leaf not to expect results 
in x-ray sequelae of more than two years’ dura- 
tion. Collins used the whole leaf, but because of 
the difficulty of applying the whole leaf to parts 
like the fingers Wright scraped out the intestinal 
content of the leaf, which is the active ingredient, 
and mixed it with equal parts of aquaphor. This 
ointment was then applied to the lesion every day. 
Wright reports that he has tried the treatment 
in 7 cases of x-ray telangiectasia and 1 of radium 
origin without improvement. In 2 cases of x-ray 
ulceration, however, the results were remarkable. 
The first patient had received « 1 prolonged x-ray 
treatment for eczema of the ee prior to 1920. 
In 1932 she developed fissuring and a superficial 
ulceration of the thumb and forefinger, which con- 
tinually grew worse. In June, treatment was begun 
with vera ointment; in September, three 
months later, she was completely well. The sec- 
ond case was that of a doctor who ®sustained 
prolonged exposure of the fingers while attempt- 
ing to remove a needle under fluoroscopic direc- 
tion. An acute roentgen dermatitis appeared with- 
in two weeks. Two years later a superficial ulcer 
developed with considerable exudate and crusting. 
The aloe vera ointment was applied and covered 
with celophane to promote absorption. Within 
three weeks the ulcer had completely healed. 
Lustig and Wachtel* have investigated the in- 
fluence of vitamin A upon cancer. Superficial 
growths, such as cutaneous epitheliomas and mam- 
mary carcinomas, were treated with compresses 
wet with a mixture of an emulsion of vitamin A 
and colloidal copper. Deeper growths were treat- 
ed by subcutaneous injections of 0.4 cc. of the col- 
loidal copper preparation and a corresponding 
amount of the vitamin, drawn into a syringe but 
not mixed. They note that only that part of the 
growth which the compresses actually contact is 
affected. The rest remains unchanged. The total 
vitamin dose by injection must be limited to 
100,000 to 120,000 biologic units, lest the limit of 
tolerance be passed, and symptoms of hypervita- 
minosis develop. The vitamin preparation that 
they have used contains 40,000 biologic units in 
1 cc. They begin with an injection of 40,000 units, 
and twenty-four hours later give a second injec- 
tion of 20,000 units. If improvement follows, a 
third injection of 20,000 units is given two days 
later, and if the improvement still continues, a final 
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injection of 20,000 is given. These four injections, 
totaling 100,000 units in seven days, constitute a 
series. New series are not begun until at least 
five or six weeks have elapsed since the last in- 
jection. Their conclusion is that vitamin A does 
not cure but does palliate, and may therefore be 
used justifiably as an adjuvant to other treatment. 

The treatment of leprosy continues to attract 
workers in the field, among the latest of whom are 
Sézary and Lévy,’ who state that, although they 
were fully aware of the practical and theoretical 
objections to treating such a chronic disease as 
leprosy, they thought, nevertheless, that the at- 
tempt was worth making. They have used as a 
vaccine a microbic form of the bacillus described 
by Vandremer. Sterilization of the vaccine is ac- 
complished by iodine. They have found that, if 
correctly used, the vaccine is harmless and well 
tolerated. It has an undeniably favorable action 
upon certain forms of the disease, such as the pain- 
ful edematous reaction of the face or limbs, the 
phlegmon that is present in some cutaneous infil- 
trations, and iritis. It has no effect upon other 
manifestations of the disease. They have found 
that ten or twelve injections are about the limit 
of the vaccine’s effectiveness, because tolerance is 
quickly established. As the vaccine and chaul- 
moogra oil do not affect the same manifestations 
of the disease, the authors feel that there may be 
an advantage in using them together. 

The use of chaulmoogra oil is well known in 
leprosy, but its use is not so well known in lupus 
erythematosus. Lomholt'® reports that he has 
used it in the latter disease in conjunction with 
hydnocarpus oil. His report demands considera- 
tion, for he says that of 31 patients treated 11, or 
35 per cent, were cured, 12, or 38.7 per cent were 
much improved, 7, or 19.3 per cent, were slightly 
improved and only 1 case was not favorably af- 
fected. An 8 per cent solution in alcohol is given 
intravenously or 1 or 2 cc. of a proprietary prepara- 
tion called ethyl aminobenzoate are given intra- 
muscularly. On an average twenty injections are 
given. 

Wright,’’ who, in association with Schamberg, 
was the first to use gold compounds in the treat- 
ment of lupus erythematosus, summarizes his ten 
years’ experience. He has treated 103 patients, 
of whom 76 have been followed up to form the 
basis of his report. Thirty-seven per cent he re- 
gards as having been cured; 34 per cent have been 
greatly improved; while 12 per cent have failed 
to respond to treatment. Nine of the 76 cases 
have gone four years or more without a relapse. 
Thirteen per cent have suffered one or more re- 
lapses after having been partially or entirely freed 
from the disease. It is to be noted that 24 per cent 
of his cases have suffered a reaction of one sort or 
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another, most often in the form of scarlatiniform 
dermatitis. Pruritus has almost always preceded 
the untoward results and is, therefore, regarded 
by Wright as a warning sign. There has been 
but one fatality which occurred after using a for- 
eign preparation and confirms the experience of 
other writers that the foreign gold preparations 
are slightly more toxic than the American. In 
general Wright’s experience is similar to that of 
others. Thirty-seven per cent of cures is perhaps 
a more favorable result than is obtained by any 
other present remedy; however, if Wright's fig- 
ures are compared with those of Lomholt, it will be 
seen that chaulmoogra oil produces about the 
same result. 

Hannecart*® finds it worthwhile to write con- 
cerning a treatment of furunculosis that produces 
a cure in ten days. This is not a strikingly rapid 
effect and does not eliminate recurrences. His 
best results, he writes, have been obtained with 
isolated furuncles but often the result has been 
gratifying in generalized furunculosis, in furun- 
culosis of the auditory canal and in anthrax. In 
acne his results were nil. 

Freund** is so much impressed by the value of 
staphylococcus bacteriophage in the treatment of 
furunculosis of the auditory canal that he recom- 
mends its trial before any other form of treatment 
is attempted. Of more than 50 cases that he has 
treated with this bacteriophage, less than 2 per 
cent have required surgical intervention. As a 
rule three to six local applications supplemented, 
in most instances, by one or two injections of the 
phage, have sufficed. The results in using the 
streptococcus bacteriophage have been poor but 
when the streptococcus bacteriophage has failed, 
the staphylococcus has helped. 

Robinson and Grauer,’* contrary to the domi- 
nant opinion, maintain that the vesicular erup- 
tions of the hands are not phytids but are caused 
by the direct invasion of a fungus. They support 
their thesis by observations on the effect of treat- 
ment and by laboratory examinations. They have 
isolated aspergillus seventeen times, trichophyton 
eleven times and on several occasions, pencillium, 
mucor or sporothrix. By treating these cases with 
autogenous vaccines they have secured alleviation 
of the symptoms and disappearance of the lesions. 
Of 23 patients in whom the scales were negative 
and cultures not obtained, they have completely 
cured 19 by a stock vaccine. Because of their re- 
sults they feel that it is probable that many of the 
common molds and yeasts are more pathogenic 
than is commonly supposed. 

Peck’® has treated 3 cases of pemphigus with 
moccasin venom. His argument for so doing is 
as follows. He has shown that moccasin venom 
stops bleeding from injured vessel walls in many 
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hemorrhagic diseases. In pemphigus there is no 
bleeding but there is an outpouring of serum which 
is also probably due to some change in the walls of 
the blood vessels. Therefore, it would seem that 
there must be some association between a hemor- 
rhage and a leakage of serum. Furthermore, he 
suggests that since venom makes the capillaries 
resistant to toxins, it might prevent circulating der- 
matotrophic toxins from reaching the skin and 
thus prevent the development of the lesions of 
pemphigus. He has given injections of moccasin 
venom to 3 mild cases of pemphigus in order to 
test his hypothesis. In 1 case the lesions disappeared 
but later reappeared. Further injections cleared 
up the recurrence. In 2 cases the lesions disap- 
peared and did not recur. 

According to Oppenheim and Fantl,** recent re- 
ports show that the use of sulfur pastes in nurs- 
lings with scabies has resulted in severe disorders 
and even in death. They admit that most drugs 
used in scabies may be toxic for nurslings but insist 
that sulfur is the least toxic of all. They have con- 
ducted a series of experiments upon animals to 
test the toxicity of sulfur and conclude that the 
animal organism tolerates a considerable amount. 
Therefore, they disagree with Basch who has de- 
clared that sulfur preparations should not be used 
upon nurslings. Although they admit that cer- 
tain disagreeable accidents may happen they state 
that this is also true of all other remedies, and 
notwithstanding the likelihood of possible acci- 
dents, they believe that sulfur has advantages over 
other drugs. 

Sodium thiosulfate is perhaps best known for its 
use intravenously in the treatment of poisoning by 
the heavy metals, but it may also be used exter- 
nally. Kulchar and Meininger*’ are quite enthu- 
siastic about the results it gives in scabies. They 
obtained with sodium thiosulfate a much higher 
percentage of cures in scabies and a rauch lower 
incidence of untoward accidents, such as derma- 
titis, than with any other antiscabetic remedy 
used in the past. This form of treatment was first 
employed in France in 1935. The technic is as fol- 
lows. First the patient takes a bath with soap and 
water. Then, having rinsed and dried himself, 
he applies to the whole body, save the head and 
face, a 40 per cent solution of sodium thiosulfate. 
This is allowed to dry. Fifteen minutes later he 
applies a 4 per cent solution in the same manner. 
One hour after this he repeats the whole pro- 
cedure. On the second day he repeats the appli- 
cations, and on the third day he takes a bath. 
Meantime the usual prophylactic measures have 
been followed out. The authors report that sim- 
ilar good results have been obtained with this 
method in Russia. Of course, one of its great ad- 
vantages is its cleanliness. 
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Every practitioner has had some experience with 
iodine burns and iodine stains. It is comforting 
to learn that in an appropriate solution of sodium 
thiosulfate we have at our command a remedy 
which will cure the burn in the one case and re- 
move the stain in the other. Sutton*® writes most 
enthusiastically about it. He cites a case of iodine 
burns that went on to vesiculation and was treated 
with dressings wet with a 1: 200 aqueous solution 
of sodium thiosulfate. The dressing was com- 
forting to the patiént and spectacular in its effect 
upon the vesicular dermatitis. Within two days 
the skin looked healthy and dry, and was peeling 
as after sunburn. By applying a 1: 200 solution of 
sodium thiosulfate to his own skin, which had been 
swabbed and stained by iodine, he has removed all 
visible traces of discoloration in six minutes. He 
has found that if a few drops of tincture of iodine 
are added to a solution of sodium thiosulfate, the 
mixture becomes clear instantly. The blue stain 
which results from the action of iodine upon a 
starched cloth is similarly decolorized. 

Starz’® states that since phosphorus bombs are 
used in gas warfare, the treatment of phosphorus 
burns deserves attention. Such burns involve two 
destructive processes, the direct action of the flames 
on the one hand, and the corrosion of the tissues 
by the acid which is formed, on the other. When 
such cases come to treatment it is important that 
the injured part should be put as soon as possible 
into a 5 per cent solution of sodium bicarbonate at 
about body temperature. Starz makes the point 
that the submersion should not be continuous. The 
injured part should be lifted out from time to 
time so that it can be reached by air. Such air 
exposure hastens the oxidation of the particles of 
phosphorus that still adhere to the tissues. The 
sodium bicarbonate neutralizes the newly forming 
acid and lessens the pain. The alternate covering 
of the injured part and its exposure’to the air 
must be continued until the vaporizing of phos- 
phorus pentoxide ceases, and there is no longer 
an odor of garlic or phosphorescence or pain. 
When this has been accomplished, the injury is 
treated as an ordinary burn. 


The bane of all physicians is the ulceration con- 
nected with the hard, brownish, fibrotic skin as- 
sociated with lymphedema. Biegeleisen*® writes 
that he has used his method of treatment in more 
than 500 cases with the greatest satisfaction. “The 
principle of the treatment is to open the strangu- 
lated lymphatic and capillary circulation. This is 
done by the injection of a special isotonic solution 
through a needle with a large bore directly into 
the lymphedematous area. When I first devel- 
oped this technic I used a 21 gage needle. As I 
proceeded I noted that clinical improvement was 
more rapid when a larger size was used. The 
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needle now used is a 13 gage and is really a small 
cannula. The first solution used was a physiologic 
solution of sodium chloride. Next, Ringer’s solu- 
tion was employed and, finally, Locke’s modifica- 
tion was settled on as giving the best results. In- 
jections are given as often as possible as they do 
not inconvenience the patient. A reaction does 
not occur; the latent infection which is latent in 
the lymphedematous area is never aroused. In 
my experience it has always been a safe proce- 
dure.” The clinical results that have been noted 
are: improvement in the lymphedema and ele- 
phantiasis after the first few treatments, disappear- 
ance of pain, a sensation in the leg of greater light- 
ness and naturalness, a softening of the tissues 
and a paling of the pigmentation, which is some- 
times complete. Ulcers clear up promptly, the 
parts become less tender and the spread of lymph- 
edema stops. The best results are obtained in 
small areas in the early stages. These clear up 
completely. In the later stages the ulcers invaria- 
bly heal, the skin softens and pales and the part is 
greatly and very definitely improved. 

Iron salts were first used in the treatment of ivy 
poisoning in 1873 by Dr. J. C. White. They have 
been used more or less ever since. Traub and 
Tennen* reporting 2 cases of permanent pigmen- 
tation following their use, say, that McNair ad- 
vanced their popularity in 1921 and that “many 
others have attested the usefulness, harmlessness 
and efficacy of iron salts.” The first of Traub 
and Tennen’s cases is that of a woman with a 
vesicular eruption over the arms, neck and face. 
Wet dressings of ferrous sulfate solution were used 
for twenty-four hours when a 5 per cent solution 
of ferric chloride in a half and half mixture of 
alcohol and water was substituted; the lesions 
were then denuded. After applying the ferric- 
chloride wet dressings, the patient said that “her 
skin took on the appearance of a colored person,” 
with a diffuse discoloration and a pigmentation of 
the affected parts. The ferric chloride application 
was stopped. When the acute symptoms had com- 
pletely subsided the pigmentation described still 
remained. Biopsy showed that the pigment was 
deposited around the blood vessels and between 
the collagen fibers of the upper corium. The sec- 
ond case was that of a woman who consulted them 
for pigmentation of the skin which had followed 
the treatment of an ivy poisoning by iron salts. 
The pigmentation was permanent. They also 
refer to 4 cases of MacKee in which the iron appli- 
cations had also been used on vesicular and de- 
nuded skin, and in which permanent pigmentation 
resulted. 


Although the surgeon and the general physician 
now treat more cases of pruritus ani than was once 
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the case, nevertheless, the dermatologist sees such 
cases frequently enough to find Haskell and 
Smith’s** experience with subcutaneous injections 
of alcohol of interest. The clinical features of this 
affection, are more or less characteristic,—itching 
of long duration and fairly constant lack of sleep 
due to the itching and the scratching. They find 
that the usual treatment is based upon the idea of 
interrupting the nerve impulses of the part either 
by cutting or destroying the nerves or by anesthetiz- 
ing them. The most effective method is that de- 
vised by Buie but this requires several weeks’ hos- 
pitalization and has other disadvantages. Haskell 
and Smith have devised a method to avoid these 
obstacles. A segment of the perianal skin, perhaps 
one fourth or one fifth, is selected for treatment 
at one time. Just beyond the outer edge of the in- 
volved skin a small wheal is raised by the injec- 
tion of procaine hydrochloride. Through this 
wheal a needle of 20 or 22 gage and from 5 to 8 
cm. long is passed under the skin and a 2 per cent 
solution of procaine hydrochloride is injected sub- 
cutaneously, as thin a layer as possible being made, 
with little or no distention of the skin. In this man- 
ner and without withdrawal of the needle, a fan- 
shaped segment is injected from the border of the 
normal skin to the mucocutaneous margin. From 
3 to 5 cc. of procaine hydrochloride solution is re- 
quired, and it is advisable to inject under an area 
slightly greater than that in which the alcohol is 
placed. The needle is next carried near the outer 
limits of the anesthetized area, a second syringe is 
attached and 70 per cent ethyl alcohol is injected 
as the needle is withdrawn through the tissues. By 
moving the needle back and forth one can dis- 
tribute the alcohol in such a manner as to distend 
the skin uniformly and without too much tension. 
“The amount of alcohol used is equal to that of 
the procaine hydrochloride solution used in the 
area. If possible, it should be injected at a uniform 
level. A mild antiseptic dressing completes the 
procedure, and the patient is dismissed. The after- 
treatment consists of adequate cleansing of the 
parts and application of a compress of hot saline 
solution two or three times daily. Four to six in- 
jections given at from four- to seven-day intervals 
are required to cover the whole affected area. The 
alcohol must be placed in the loose subcutaneous 
tissue as otherwise a slough will result. The anal 
sphincter must be avoided. Nor must too much 
alcohol be injected into a small area.” The advan- 
tage claimed for this method is that it is effective 
in cases in which no cause can be found and in 
which other treatment has failed. Sixteen out of 
22 patients are reported to have been cured, 4 were 
made comfortable but not rendered entirely free 
from itching, and only 2 were not relieved. 
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The period which has elapsed since the publica- 
tion of the last progress report is also featured by 
a newly awakened interest in the etiology of dis- 
ease. Concrete evidence of this is furnished by 
the long editorial in the Journal of the American 
Medicai Association on the “Etiology of eczema.””* 
According to this editorial Adamson has written 
that there is a distinct type of eruption for which 
the name “eczema” should be reserved as distin- 
guished from “dermatitis.” It consists of circum- 
scribed areas which are red, raised and studded 
with weeping points or dome-shaped crusts that 
may easily be mistaken for small papules, unless 
closely inspected. The vesicles are easily broken, 
and the more usual appearance of weeping points 
of small grouped crusts is then produced. If the 
history is traced back to the beginning, the condi- 
tion will be found to have started at one particular 
area as the result of the application of some local 
irritant. It may remain limited to this part or it 
may appear in a distant part, the skin having be- 
come everywhere hypersensitive to external irri- 
tants as a sequel to the primary eczematization. 
This is a modern concept of the spread of the dis- 
ease. Adamson has never been convinced that in- 
ternal derangements have any part in the causa- 
tion of eczema. On the other hand Ingram, quo- 
ted in the same, editorially disagrees with Adam 
son’s definition and explanation and would, from 
the clinical point of view, define eczema as a uni- 
form pinhead-sized eruption. Adamson says that 
the lesion results from an edematous swelling of 
the whole thickness of the epidermis, whereas In- 
gram states that the character of the eruption de- 
pends on the fact that the reaction arises essential- 
ly in the capillary loops of the papillae and that 
the papillae and their capillary loops are structures 
of uniform size. Ingram believes also that there 
is a background of physiologic hypersensitiveness 
or instability of the skin and that there is an ex- 
ternal provocative agent, as does Adamson. The 
evidence of this attending physiologic instability 
may always be found in patients with eczema, if 
examined as a whole. But in order to produce the 
eruption there must always be an external provoca- 
tive agent of one kind or another. Autosensitiza- 
tion, however, cannot be overlooked. It is certain 
that some patients do actually develop a specific 
sensitiveness to the altered serum of their own 
exudates, whether these reach the surface or not. 
If on the surface, they may act as the external pro- 
vocative agent; if, however, they are absorbed into 
the blood stream, they may create a sensitiveness 
in distant parts. 

The etiology of herpes simplex has been recently 
discussed by Naegeli** before the Munich Medi- 
cal Association. He does not offer an explanation 


of the disease but retails the facts and symptoms 


NEW ENGLAND JOURNAL OF 





1937 


MEDICINE Sept. 16, 
which would seem to have a bearing on its etiology, 
the exact agent being still unknown. 
Naegeli says that herpes simplex should be classed 
among the infectious diseases even though it does 
not possess the various characteristic indications. 
Although he has successfully accomplished trans- 
missions of herpes he still lacks proof of person 
contrary to the opinion 
long held by the laity. He speaks of the disease 
as a defense mechanism. As the virus seems to be 
restricted, it has a definite location and appears 
again and again in the same manner in some par- 
ticular place, as the mouth. He also says that 
whether febris herpetica actually exists is still de- 
batable. Experience, however, does show that the 
appearance of herpes simplex during the course 
of a febrile disease is of good prognostic import 
as, for example, in diphtheria. Among other char- 
acteristics of herpes, he lists familial appearance, 
variations in manner of attack, the greater inci- 
dence between the ages of twenty-five and thirty- 
and its rarity in children under 5. 


et iologic 


to person transmission, 


five, 

Sir Robert Muir,** professor of pathology at the 
University of Glasgow, delivered a lecture on ma- 
lignancy, in which he said that there are two main 
theories as to the cause of malignancy—a change in 
the mechanism of the cell and the result of action 
by a virus. The change in the cell appears to be 
twofold: an escape from the normal growth-con- 
trolling agencies of the body and the appearance 
of special structural characteristics. The parasitic 
theory of cancer has passed through many phases. 
It is generally recognized that if a parasite is con- 
cerned, it must be an invisible microbe such as a 
virus. But there is no evidence that it is produced 
by a virus or viruses entering the body from out- 
side, and experimental facts appear to exclude 
this. Growths can be set up by carcinogenic agents 
so regularly, not only when applied externally but 
also when introduced into the tissues, that access 
of a virus from outside on each occasion seems im- 
possible. The conclusion appears inevitable that 
the virus must be present within the normal tis- 
sues and act only when proliferation has been set 


up by carcinogenic agents or in some other way. 
According to Boulin, Coste, Uhry and Anto- 


nelli,*’ gold salts may produce acute leukemia and 
agranulocytosis. They have reported the case of a 
woman of who had been treated for 
chronic arthritis deformans and an_ associated 
psoriasis with gold salts (chrysalbin) since 1930. 
The first series in the treatment was given in 1931. 
Marked improvement followed. Treatment was 
resumed in February, 1934, but was discontinued 
in May. Several small injections were given about 
October 15, 1934. Two weeks later and again four 
weeks later the examination of the blood showed a 
marked decrease in both the red and the white 
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cells, as well as of the polymorphonuclear leuko- 
cytes. Two months later the patient had a severe 
sore throat and a furunculosis. of the gluteal and 
elbow regions, complicated by extensive subcu- 
taneous ecchymoses and bleeding from the gums. 
The blood picture at this time was that of an 
agranulocytosis and later that of an acute leukemia. 
She died January 14, 1935. The autopsy showed a 
glomerulonephritis, without involvement of the 
tubules, and a marked cellular infiltration of the 
liver and of the hematopoietic viscera. 


The intimacy which exists between treatment 
and etiology is well illustrated in cases of Ray- 
naud’s disease associated with sclerodactylia. This 
is brought out by Prinzmetal.** He points out that 
when the two diseases are associated the Ray- 
naud’s syndrome runs a more severe clinical course 
than in an uncomplicated Raynaud disease and 
presents a more difficult therapeutic problem, and 
that the experimental vascular reactions differ in 
the two conditions. The sclerodactylic changes in 
the skin most often occur after the vasospastic state 

Raynaud's disease has been present for some 
time. Occasionally sclerodactylia occurs without 
pathologic arterial spasm and, in some cases, may 
precede the attacks of local asphyxia of the skin. 
The tight inelastic skin plays an important role 
in the production of the symptoms of sclerodac- 
tylia by constricting the blood vessels and thus di- 
minishing the flow of blood. The atrophy of the 
terminal phalanx is probably due to this pressure 
and consequent interference with the blood supply. 
In Raynaud’s disease, sympathectomy relaxes the 
vascular spasms, as is proved by the rise of the 
temperature of the part, but it has no effect upon 
the sclerodactylia. The problem is to relieve the 
pressure and to improve the supply of blood. Prinz- 
metal has demonstrated in 1 case that if this can be 
done, slight but definite improvement in the cir- 
culation occurs. In the presence of Raynaud’s 
disease, histamine injections into the finger raise 
the temperature of the finger in a short time, but 
do not alter the temperature in severe cases of 
sclerodactylia. Intermittent suction, as recom- 
mended by Herrmann and Landis, may cause an 
increase in the circulation even though sympa- 
thectomy has failed. Relaxation therefore seems 
to be the only method available at present which 
offers any hope of improvement. 

Schultz** combats the prevailing idea that ery- 
sipelas is caused by the entrance of the pathogenic 
agent into defects of the skin or of the neighbor- 
ing mucous membranes. The fact that the face 
is most often affected is usually ascribed to the 
greater prevalence of small injuries in that region 
and to the fact that anal and nasal disease often 
precede the erysipelas. Schultz, however, main- 
tains that this assumption is false and is based 
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solely on the bacteriologic aspects. He has col- 
lected statistics in 211 cases which indicate that 
erysipelas is more common in women and in cer- 
tain age groups, that there is a great increase in 
the number of cases after puberty and that, in 
women, the greatest incidence is during the meno- 
pausal age. Therefore, facial injuries cannot be 
the chief factor in the production of erysipelas, for 
facial injuries are not more common in the groups 
cited than in all the other groups. Schultz con- 
cludes there is considerable evidence that constitu- 
tional factors play a part in many cases of ery- 
sipelas and that there is some justification for the 
Hippocratic differentiation of idiopathic and trau- 
matic erysipelas. 


The paper by Lawrence*® is of considerable im- 
portance in that it is an effort, based on modern 
scientific laboratory methods, to investigate the re- 
lation between the hormonic balance in adoles- 
cence and the production of acne vulgaris. It has 
been a common belief for years that the ovaries 
influence the development of acne but it is only 
since the discovery of the female hormones and 
their isolation from the urine of pregnancy that it 
has been possible to put this belief to test. Since 
that time a number of investigators have worked 
on the problem. Unfortunately, the conclusions 
are not all in agreement. Lawrence seems in- 
clined to believe that in the imbalance of the an- 
terior pituitary gonadal mechanism he has found 
“the major, if not the sole, factor in acne vulgaris.” 
Other investigators are not so certain. Perhaps 
the conflict lies in the approach to the problem, 
perhaps in the technic employed to solve it. Law- 
rence builds his thesis chiefly on the studies and 
writings of Unna (1896) and Schamberg (1921). 
Starting with a characteristic pathology of a hy- 
perkeratosis of the epidermis extending into and 
blocking the follicles, and being accompanied by 
a thickening of the horny and granular layers, he 
quotes Unna: “There must be in acne some per- 
manent irritant of the follicles, acting more or less 
deeply in the cutis, which induces a chronic hy- 
perplastic inflammation.” Schamberg is quoted to 
the effect: “General experience will support the 
statement that practically all young female pa- 
tients with acne exhibit a menstrual exacerbation 
of the eruption. When the phenomena of 
the menstrual acne are considered in conjunction 
with the initial onset of acne at the approach of 
puberty, the inference appears to be justified that 
an internal secretion of the sex glands, or some 
other structure energized by the gonads, is an 
etiological factor of importance.” Block (1931) is 
quoted as saying that the process in the body 
which is responsible for the occurrence of men- 
struation and of the growth of the pubic and axil- 
lary hair likewise determines the appearance of 
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acne. Lawrence reports in the present paper his 
study of 30 patients with acne treated by injec- 
tions of antuitrin S. Seventy-five per cent were 
between ten and twenty years of age. The erup- 
tion began in two thirds of these between the years 
of eleven and fourteen. Ten patients were males 
and 20 were females. Eight, or 40 per cent of the 
20 females, gave a definite history of exacerbation otf 
the eruption at the menstrual period. Six, or 30 per 
cent, had normal periods, and the periods were ab- 
normal in the remaining 70 per cent. In the males, 
genital development was normal in 9, or 90 per 
cent. The physical and chemical studies yielded 
nothing of outstanding significance except corrob- 
orative evidence of a disturbance of the endo- 
crine system. Lawrence gave his patients 2 cc. 
of antuitrin S by injection every other day. The 
duration and amount of treatment necessary to 
produce results varied greatly in different patients. 
The average dosage was 3,360 r. u. (rat units), go- 
ing from 7,700 r. u. in a patient of fifteen with a 
severe acne to 300 r. u. in a patient of thirty with 
a mild eruption. “No explanation of this varia- 
tion is yet apparent, though the indications are 
that it depends upon the gravity of the underly- 
ing imbalance rather than upon its outward man- 
ifestations.” ‘Ten patients, or 30 per cent, were re- 
garded as cured, as they had no recurrence after 
two months without treatment. Eleven, or 36 
per cent, were much improved, showing only an 
occasional papule, and 7 showed only moderate 
improvement, “owing partly to insufficient treat- 
ment and partly to slow response.” 

For some years now the close relation and pos- 
sible identity of herpes zoster and varicella have 
engaged the attention of various European stu- 
dents. Now Lévine*® adds his contribution to the 
growing literature by reporting a case of a bilat- 
eral zoster involving both extremities. One week 
after the zoster had entirely cleared up, the pa- 
tient underwent a typical attack of varicella. He 
gives as his conclusion that, not only in his case 
but in many others in which both eruptions have 
developed, the causative viruses are not identical. 

Frazier and Hu’s* article on vitamin A deficiency 
reminds one of Jonathan Hutchinson’s dictum that 
understanding of the skin tells the physician more 
about the patient than the tongue or the pulse. 
Frazier and Hu make the statement that, together 
with certain ocular signs, the skin may present the 
only classical characteristic sign of vitamin A de- 
ficiency. The characteristic symptom of such de- 
ficiency in the skin is a keratizing metaplasia. In 
mature individuals this takes the form of a fol- 
licular eruption which is never seen in infants. In 
infants and children the lack of vitamin A may 
show itself as a simple xerosis of the skin. Adults 
may also show such a xerosis before the follicular 
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elements have developed. Another conspicuous 
phenomenon of the condition is an abeyance of 
the secretory functions of the skin. The response 
to haliver oil or liver diet is satisfactory. 

Jankelson and Massell** and Cohen** present 
papers on pyogenic skin lesions in association with 
an ulcerative colitis, but without agreement as to 
their origin. Jankelson and Massell consider the 
combination to be of infectious and toxic origin, 
in which a lowered resistance on the part of the 
patient plays an important etiologic role. Cohen, 
on the other hand, believes that the skin and in- 
testinal lesions are due to the lack of some pro- 
tective substance or vitamin in the skin or intes- 
tinal tract. The whole picture, according to the 
latter is of a disorder of the nature of an avitami- 
nosis in which long-continued diarrhea is a com- 
ponent factor. He suggests that the treatment of 
such disorders should consist of a diet high in 
vitamins, with liver extract, iron and calcium. 
Jankelson and Massell’s cases also presented the 
same combination of pyogenic lesions of the skin 
and an active diarrhea. They found that what- 
ever helped the colitis likewise helped the skin. As 
evidence of the infectious and toxic nature of their 
cases they point to the fact that all were febrile 
and had symptoms of toxemia. Moreover, they 
cultivated the same organisms from the bowel and 
the skin, Staphylococcus aureus, S. albus and Strep- 
tococcus hemolyticus. 


It is a matter of some interest why the staphylo- 
coccus, which is such an ubiquitous inhabitant of 
the skin, may in one instance be harmless, in an- 
other cause a weeping dermatitis and in still an- 
other produce a deep-seated furuncle. Lévine** 
has sought the answer to the question by investi- 
gating the relative virulence of the organism in 
various conditions. He made cultures from fu- 
runcles, from the normal skin of patients with fu- 
runculosis, and from various weeping dermatoses, 
and tested the virulence of the cultures by injec- 
tions into rabbits, grading the reactions by their 
severity and their duration. He found that the 
cultures from furuncles were the most virulent. 
The cultures from the normal skin and from the 
weeping dermatoses were distinctly less virulent. 
while the virulence of the staphylococci obtained 
from ordinary dermatoses was very weak. Con- 
sequently, he concludes that it is the virulence of 
the strain rather than a lack of resistance which 
determines the development of the furuncle in 
a given subject. 

Andrews and Machacek*® have written about a 
very perplexing dermatosis, etiologically consid- 
ered—the vesicular eruption in the middle of the 
palm or the sole of the foot, which rapidly be- 
comes pustular. It may spread until it eventually 
covers the entire flexor aspect of the hands and 
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feet and extend upward, but it never invades the 
webs of the fingers or toes. Fresh lesions develop 
daily and go through the same evolution. Then 
gradually the number of fresh lesions grows less. 
The activity of the lesions quiets and scaling oc- 
curs as in psoriasis, raising the question of whether 
the condition is an epidermophytosis, an acro- 
dermatitis or a pompholyx. Andrews and Ma- 
chacek believe that it is none of these, but rather 
a bacteride analogous to the tuberculides and the 
dermatophytids. They base this conclusion upon 
their observations. Seven of the 10 patients they 
studied gave positive reactions to the streptococcus, 
while 3 reacted to the staphylococcus toxin. His- 
tologically, the lesions simulated pompholyx and 
epidermophytosis. In the majority of patients the 
tonsils presented foci of infection; in some pa- 
tients, the teeth. In a group of 24 patients, 9 were 
cured by tonsillectomy. 

The controversy concerning the tuberculous 
origin of erythema nodosum still continues. 
Senear®® and Elwell*’ are among the latest to 
enter the field. They do not differ in the essen- 
tials, believing that the disease is a manifestation 
of toxemia, of which tuberculosis is but one cause. 
Senear says that the disease is very apt to be of 
tuberculous origin in children, where it usually 
occurs early in the infection. If of tuberculous 
origin, the lesions are smaller, less numerous and 
less acute than when due to some other cause. El- 
well describes a case in which there were recur- 
rent attacks of erythema nodosum, each of which 
was precipitated by an axillary lymphadenitis. The 
maximum intensity of the skin disease always co- 
incided with the suppuration of the glands, and 
when the glands were freed from pus, the ery- 
thema nodosum subsided. The recurrences ceased 
entirely upon the removal of all dental foci. 

Because of the widespread use of phenolphthal- 
ein as a laxative, knowledge of its behavior is im- 
portant. The familiar form of accident caused 
by its use is the pigmentary lesion. Weiss and 
Kile®*® describe a universal eruption that was char- 
acterized by bullous lesions as well as by the ordi- 
nary pigmental lesions. Each exacerbation of the 
eruption was accompanied by chills and fever and 
new areas of erythema, and, with each fresh at- 
tack, the color of the pigmentary lesions deepened. 
Histologic examination disclosed an increased ac- 
tivity of the pigment forming melanoblasts of the 
basal layer. This activity evidently continued even 
after the stimulation by the phenolphthalein has 
passed. 

Presenting a case of Darier-Roussy’s sarcoid, 
Maloney and Combes*® concluded that the case 
was a tuberculous granuloma of the skin pro- 
duced by actual tubercle bacilli at the site of the 
lesion. In the course of the discussion that fol- 
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lowed, Sulzberger made some interesting remarks 
concerning the origin of the sarcoid lesion: “A sar- 
coid reaction is a histologic response in a certain 
type of immunologic tissue reaction. In most cases 
it is caused by the tubercle bacillus but it can be 
produced by any agent capable of producing a 
granuloma, such as the Hansen bacillus, the spiro- 
chete, and so forth. The sarcoid reaction appears 
when the resistance of the tissues to the invading 
organisms is almost inadequate. As an example: 
Jadassohn injected inte a rat, which is highly resist- 
ant to tubercle bacilli, large doses of the bacilli. 
After a while there could be found some bacilli 
present (the resistance of the rat had killed most of 
them). The bacilli left presented changed qual- 
ities in their morphology and staining. They were 
damaged and attenuated. Histologic examination 
of the areas in which the bacilli were being de- 
stroyed revealed a distinct sarcoid reaction. There- 
fore, the sarcoid tissue response is produced when 
tissue with a high degree of immunologic resistance 
meets an invading organism. It is most frequently 
elicited by the bacillus of Koch.” 

The dermatologist is already well aware that 
tar is carcinogenic to mice. It would now seem 
that “cracked” mineral oils, such as are used in the 
Diesel engine, must also be regarded with suspi- 
cion. Led by the growing use of the Diesel en- 
gine and by the conviction that it will soon be used 
in motor vehicles, Twort and Twort*® have felt it 
desirable to inquire into the medical aspects of 
the new fuel. They have discovered that, if mice 
are exposed to the fumes produced by cracking 
mineral oils on an electric plate, they develop skin 
tumors more rapidly than mice whose skins have 
been painted with tar. They also have found that 
the tarry oil recovered from the exhaust of an in- 
ternal combustion engine, diluted with chloroform 
and painted upon the backs of one hundred test 
animals, has a carcinogenic potency of 17 whereas 
the undiluted oil has a potency index of 85. Diesel 
fuel oils of the lighter grades have been found 
noncarcinogenic and the heavier oils, carcinogenic. 

Vaseline is used by every dermatologist as an 
ointment base or an emollient without thought of 
its causing harm. Oppenheim“ writes that it may 
not be so harmless as is thought. He declares that 
vaseline is capable of giving rise to five different 
skin ailments. It may cause acne, impetigo, der- 
matitis, derma-verrucosum and_ vaseline mela- 
noderma. 

Perhaps nothing during the past few years has 
given rise to more confusion than the word allergy. 
No two men seem to use it in quite the same way. 
To one man it seems to mean a sensitivity to some 
certain substance. To another it seems to mean 
every disturbance in sensitivity of any sort what- 
ever. To many others it seems to mean nothing 
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definite apart from a feeling that if they use the 
word they are keeping up with the times. 

Sulzberger and Goodman” think that the confu- 
sion which naturally has arisen from such loose 
usage of the term would be eliminated if writers 
adhered strictly to the definition of allergy made 
by von Pirquet and Schick in 1906, to the effect 
that it denotes “an altered state of reactivity in an 
individual (human or animal); an altered state 
caused by a first contact and made manifest by a 
subsequent contact with the same substance (that 
is, a specific reaction).” They give this applica- 
tion wide scope by saying that “all the allergic 
reactions mentioned above can occur in all organs, 
in any organ, in any part of an organ and in any 
system.” The practical effect of such an all-in- 
clusive conception is to include about everything, 
if not, indeed, everything, that only a few years 
ago was explained on the grounds of intoxication, 
autointoxication, sensitivity, hypersensitivity and 
susceptibility. In modern terminology, such cases 
should be termed allergic. 

One is better enabled to understand this point 
of view by reading an earlier article by Sulzberger, 
Wise and Wolf** in which they stress the theory, 
exploited by Urbach*' and others, that the symp- 
toms of allergy vary with the organ which is 
shocked. They say that it is only by determining 
which organ is shocked—the epidermis, the cutis or 
the vascular system—that one can truly evaluate 
what is happening. Some idea of how wide a field 
is covered by Sulzberger and Goodman's concep- 
tion of allergy is conveyed by their classification. 
First they divide the main group, allergy, into two 
sub-groups: anaphylaxis, which they relegate to the 
laboratory and laboratory animals, and human al- 
lergy. Then they still further subdivide human 
allergy into such smaller groups as atopic and non- 
atopic allergy. Broadly speaking, atopic allergy 
is characterized by increased capillary permeability, 
smooth muscle spasm, a family history of asthma, 
hay fever and the like, a personal history of aller- 
gic affections, eosinophilia, positive scratch or in- 
tracutaneous skin tests and Prausnitz-Kiustner anti- 
bodies (negative patch tests being the rule) and 
recurrence upon re-exposure. Nonatopic allergy 
they divide into: contact allergy, drug allergy, 
allergy of infections, foreign protein allergy, and 
the so-called physical allergies. Most helpful, too, 
are their definitions of such words as reagins, al- 
lergens and atopens, Reagins are the Prausnitz- 
Kistner antibodies; allergens are the substances 
causing the symptoms; atopens are the causative 
substances of atopic allergy. “Thus, atopens are 
to be considered as a subgroup of allergens, just 
as atopy is a subgroup of allergy.” 

Reading these two papers, one is inclined to be- 
lieve that at last one has found a definite state- 
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ment of what allergy is, even though Sulzberger 
and Goodman state explicitly that a perfect classi- 
fication is not possible because as yet no one knows 
enough about the subject to make one. Neverthe- 
less, it does help one to a better understanding of 
the nature of the allergists’ claims. Unfortunately 
it does not clear up everything, as Grow and Her- 
man’s paper proved.*® It is hard to reconcile this 
paper with Sulzberger and Goodman’s statement 
that atopic allergy is manifested by capillary per- 
meability, a family history, a personal history and 
positive scratch or intracutaneous skin tests, 
though negative skin tests are the rule. They re- 
port that out of 150 so-called normai individuals, 
55 per cent reacted positively to one or more of 
thirteen test extracts. Four reacted to all the ex- 
tracts and 1 control was also positive. Forty cases 
(33.3 per cent) gave histories of previous allergic 
troubles. These cases, by all the tenets of allergists, 
should be hypersensitive and should stand out in 
this respect from the rest of the group. Yet but 
56 per cent reacted to one or more of the test ex- 
tracts, a figure practically identical with that for 
the main group. Moreover, about the same num- 
ber of the absolutely nonallergic group gave pos- 
itive reactions (54 per cent). There were 2.2 per 
cent positive reactions per individual in the non- 
allergic group and 2.7 per cent in the allergic, a 
negligible difference. These figures suggest that 
Sulzberger and Goodman’s criteria of allergy are 
far from accurate. According to Grow and Her- 
man, family history, personal history and positive 
intracutaneous tests are as common in normal in- 
dividuals as in those who are “allergic.” Indeed, 
they conclude that without confirmation by the 
history and the clinical manifestations they are but 
aids to diagnosis, and even positive tests are not 
necessarily proof of allergic disease. 

If one bears these criteria of allergy and allergic 
manifestations well in mind, he can read Hill’s*® 
article on sensitivity to environmental allergens 
more understandingly. Hill opens his paper by 
saying: “It has been said by most writers on the 
subject that in atopic eczematous infants the sensi- 
tivity is almost exclusively to foods, and that the 
environmental allergens, such as horse dander, silk 
or cat hair, are of no importance in early life, but 
as the child grows older sensitization to them 
grows more frequent. . . .” Peck and Salmon 
stated in 1933 that external allergens were vastly 
more important than foods in eczema even in 
young infants, that they often acted by direct con- 
tact, that the ordinary scratch tests were of little 
value and that the patch tests were much to be 


preferred. Hill agrees that environmental aller- 


gens are of more importance than most pediatri- 
cians have hitherto believed. He therefore sets 
out to answer four questions. 1. How common is 
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sensitization to the environmental allergens? 2. 
Shall the patch or scratch method of testing be 
employed? 3. If the environmental allergens do 
cause eczema, do they act by inhalation or by ex- 
ternal contact? 4. How often can it be clearly 
shown that the environmental allergens to which 
positive tests are obtained are causative of the 
eczema? In the course of his discussion he quotes 
Sulzberger and Coca as maintaining that there 
are two sorts of skin sensitization: the eczema of 
Block and Jadassohn in which the sensitization is 
epidermal to some nonprotein substance (tested 
for by the patch test, with no reagins demonstra- 
ble in the blood, no history of hereditary transmis- 
sion and no associations with asthma and hay fe- 
ver); and the other, not a sensitization of the 
epidermis but of the deep layers of the skin (tested 
for by the scratch or intracutaneous method, a sen- 
sitization to proteins, often hereditary and often 
associated with asthma and hay fever). For this 
complex, which in some cases may have almost 
the aspect of a distinct disease entity, Coca sug- 
gested the word “atopy.” In contradistinction, 
most dermatologists call the first type “contact 
dermatitis.” Coca and Sulzberger insist that al- 
though both types are to be classed as allergy, they 
are different in their mechanism and that the 
patch test is suitable for “contact dermatitis” but 
not for “atopy.” When the study of the reaction to 
foods was in its infancy and before the word al- 
lergy came into general use, the prevailing opin- 
ion was that the liver was the key to the sensitiza- 
tion process. For a time that hypothesis was lost 
to sight. Lately the idea has been revived. Kam- 
merer*’ in his article on the nonspecific treatment 
of allergy has much to say about the liver. He 
assumes that in man the liver plays the chief part 
during shock or during the defense processes 
against a foreign protein. He concedes that the 
antigen’s point of entry into the body determines 
which organ becomes the shock organ and dom- 
inates the symptomatology. For instance, if the 
antigen enters by way of the respiratory tract, the 
capillary endothelium of the lung is affected. On 
the other hand, if the antigen comes from food, 
it is the liver which suffers the shock. In severe 
cases, however, several organs may be affected, as 
when egg used as food produces an asthma. The 
writer seeks to show that enteral sensitization de- 
pends upon the functional competency of the 
liver to digest foreign proteins, for, he says, in- 
sufficiency of the liver is one of the chief causes 
of an allergic diathesis. He advises that patients 
with allergic attacks should be given various he- 
patic tests, and that the liver function should al- 
ways be investigated thoroughly in the treatment 
of the allergic disorders. A proper diet should be 
prescribed, especially one supplying the hepatic 
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cells with plenty of glycogen. Animal proteins, 
alcohol, salt and condiments should be given with 
caution. 

The “Queries and Minor Notes” editor of the 
Journal of the American Medical Association** 
says in regard to the value of skin tests in deter- 
mining the cause of urticaria: “It would be wise 
to try systematic elimination diets irrespective of 
the skin tests. It is well known that in most cases 
of urticaria, skin tests are not successful as they 
are either positive with no clinical basis or nega- 
tive to foods that really do bring on the attacks. 
In only about 25 per cent of the instances (the 
figures vary with different workers) do the skin 
tests in urticaria correlate with the clinical ob- 
servations.” 

We have already noted above** that not all ob- 
servers believe that the presence of a dermatophy- 
tosis of the feet indicates infallibly that a vesicular 
eruption of the hands in the same patient is an 
epidermophytid. Wise and Wolf'® declare that 
in the United States the majority of vesicular erup- 
tions of the hands in adults, exclusive of occupa- 
tional eczema, dermatitis venenata and eczema of 
unknown cause, are accompanied by fungous in- 
fections of the feet. The diagnostic testing of such 
cases is not conclusive because a positive reaction 
is predicated by the fact that a large proportion of 
the population of this country has or has had a 
fungous infection of the feet. As stated, the mere 
occurrence of a vesicular eruption of the hands 
does not indicate that it is an epidermophytid. It 
may be caused by a number of demonstrable agents 
other than fungi and even by a nondemonstrable 
agent. Wise and Wolf say that the diagnosis 
should not be entertained without strongly cor- 
roborative evidence, the most important of which 
is the demonstration of the causative organism, 
either microscopically or by culture, from the pri- 
mary infection. 

We have all been puzzled by an eruption which 
appears on one part of the body and which later 
also appears on a far distant part. The first can 
be explained as caused by actual contact with some 
irritant substance, but for the second eruption 
there is no obvious explanation. Therefore, Bie- 
derman’s®® experiment is of great interest. Bieder- 
man was consulted by a truck driver, aged twenty- 
nine, who complained of a dermatitis involving 
the extensor surfaces of both hands and both feet. 
The patient gave, in brief, the following story. He 
had been driving a truck for six years. This was 
the second time he had had the eruption; the first 
attack had been eighteen months previously and 
the second, the present attack, had begun six 
months previously. A trip of two weeks into the 
country had cleared up the first attack. He had 
never before had any allergic manifestations, but his 
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mother had had hay fever and his father, asthma. 
Everything he handled was used for testing the 
skin, but all gave negative results except the gaso- 
lines that he used to wash his hands. They were 
three: ethyl, X-70 and Renown. The skin of the 
arm was exposed to the vapor of each gasoline in 


turn from the mouth of an open bottle. 


The 


ethyl gasoline caused itching and burning, and 
redness of the skin over the mouth of the open bot- 


tle within fifteen minutes. 


The milder reactions 


to X-70 and the Renown gasoline disappeared 
within twenty-four hours, but the symptoms due 
to the ethyl gasoline persisted for forty-eight hours. 
Biederman’s arm, used as a control, did not react. 
This test explained the eruption on the hands sat- 
isfactorily but not that of the feet, which, so far 
as known, had never been in contact with the gas- 


olines. 


Biederman considered whether the erup- 


tion at a distance might not be due to absorption 


and tried the following experiment. 


For twelve 


successive days the forearms of the patient were 
exposed daily for forty-five minutes to the vapors 
of the three gasolines, applied separately, using the 
forearms alternately. There was an immediate re- 
action of the exposed part which cleared up with- 
in forty-eight hours leaving the arm free for use 
on the alternate day. On the eighth day an erup- 
tion appeared, not only on the areas directly ex- 
posed, but also in the popliteal spaces. He also 
complained of an uncomfortable feeling over the 
whole body and of a fullness of the joints. On 
the twelfth day the healed areas on the forearms 
broke out simultaneously with those on both legs. 
One day later, although no more gasoline was 


used, he broke out over the entire body. 


The 


popliteal spaces, the flexor surfaces of the fore- 
arms and the axillae were the most extensively in- 
volved. This eruption lasted for two months. 
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CASE 23371 
PRESENTATION OF CASE 


A fifty-four-year-old English housewife was ad- 
mitted in coma. 

The patient had been well until three weeks 
before entry, at which time she developed a head 
cold and had slight malaise for a few days. There 
was a mild cough productive of a small amount of 
phlegm. After about five days she appeared to be 
improved and continued with her usual activities 
until five days prior to admission. At that time 
she was found unconscious upon the kitchen floor. 
There had been no premonitory symptoms. After 
about an hour and a half she recovered conscious- 
ness. She was placed in bed and, except for hun- 
ger and thirst, appeared to be without symptoms. 
She had some difficulty in moving her legs, al- 
though there was no actual paralysis, and her 
speech was rather indistinct. Her husband attrib- 
uted the latter to the fact that her dentures had 
been removed. Her appetite was excellent, al- 
though she vomited several times. The character 
of the vomitus was not recorded. Diet had been 
limited to milk and eggs during the acute illness. 
Two days before entering the hospital she became 
drowsy, and on the following day she lapsed into 
a deep, sleeplike coma. Shortly before entry res- 
pirations became labored and rapid. Examination 
of a urine specimen on the day of entry showed a 
large amount of sugar. 

Except for considerable emotional instability dur- 
ing the year preceding entry, the patient’s past his- 
tory was noncontributory. She had had four preg- 
nancies, only one of which had resulted in the de- 
livery of a living child. One stillbirth occurred 
because of kidney trouble, one because of fetal mal- 
position, and a third because of hemorrhage. 

The patient’s mother had died of diabetes and 
one sister was known to have diabetes. Her hus- 
band had suspected that she also had diabetes be- 
cause of the family history and because of poly- 
dipsia, polyphagia, and polyuria of five or six days’ 
duration. 

Physical examination showed a well-developed 
and nourished comatose woman, breathing deeply 
and rapidly. There was an odor of acetone on her 
breath. The skin was dry and warm, and the eye- 
balls were slightly soft. The mucous membranes 
were dry, and the tongue was furred. The heart 
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was enlarged to the left, but was otherwise nega- 
tive. The blood pressure was 150/70. There was 
dulness at the left base posteriorly extending up 
to the angle of the scapula. In this region breath 
sounds and tactile fremitus were increased, and 
coarse moist rales were heard. The abdomen was 
negative. The biceps and triceps reflexes were hy- 
peractive but symmetrically equal. Neither knee 
jerk was obtainable, and the abdominal reflexes 
were absent. The right ankle jerk was present and 
the left absent. There was a questionably positive 
Babinski sign on the right. 

The temperature was 101° F., the pulse 110. The 


respirations were 30. 


Examination of the urine showed a specific grav- 
ity of 1.040. There was a brick-red precipitate 
with the Benedict test, and examination for ace- 
tone and diacetic acid showed 4+ and 2+ reac- 
tions respectively. There was no note of the pres- 
ence of albumin, and the content of the sediment 
was not recorded. The blood showed a red cell 
count of 4,800,000, with a hemoglobin of 85 per 
cent. The white cell count was 17,300, 83 per cent 
polymorphonuclears. The blood sugar was 350 
mg. per cent. The COz combining power was 50 
vol. per cent. The nonprotein nitrogen of the 
blood serum was 31 mg. per cent. A lumbar punc- 
ture produced clear fluid with an initial pressure of 
190 mm. The fluid contained 6 lymphocytes and 
4 red blood cells per cu. mm. 


During the next fifteen hours the patient re- 
ceived intravenous fluids containing sodium chlo- 
ride and glucose and in addition one hundred units 
of insulin. At the end of this period the urine 
gave a negative reaction to the Benedict test, and 
no longer contained acetone. The patient, how- 
ever, was still comatose and her temperature had 
risen to 105° F. The blood sugar was 302 mg. 
per cent and the COz combining power 51.2 vol. 
per cent. The plasma chlorides were equivalent 
to 135 cc. of N/10 NaCl. Despite the continued 
administration of insulin and parenteral fluids, the 
patient exhibited no clinical improvement. The 
urine gave an orange precipitate with the Bene- 
dict test, and tests for acetone showed 4+ reac- 
tions. The temperature rose to 107° F., and the 
patient died about twenty-one hours after entry 
without having regained consciousness. 


DIFFERENTIAL DracNnosis 


Dr. Joun H. Tarsorr: Sudden coma in a pa- 
tient of fifty-four suggests several conditions that 
should be considered. I will not go through 
French’s differential diagnosis for you, but one 
of the maladies frequently missed is subarachnoid 
hemorrhage, with sudden onset of coma without 
premonitory symptoms. Another is cerebral hem- 
orrhage which is much more common. Whether 
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the diagnosis of diabetes mellitus should be made 
from the history alone on a patient in coma for 
the first time is certainly questionable. In view of 
what we are going to find later, | think it is in- 
teresting that the patient had kidney trouble. It 
does not say which one of her pregnancies was 
associated with nephritis. Whether the chronologic 
order is correct or not, I do not know; but in view 
of the chemical findings it is interesting that she 
did have renal involvement at one time. 

The physical examination helps us in regard to 
one or two things. It is significant that the eye- 
balls were soft, in spite of the fact that she had a 
normal blood pressure. The latter, together with 
the dehydration and enlargement of the heart on 
the left, makes us wonder if she might not have 
had a hypertension which subsequently returned 
to a fairly normal level, which, for her, was almost 
hypotension. With reference to the clinical ob- 
servation of softening of the eyeballs, no doubt she 
was dehydrated. The mucous membranes were 
dry, and the tongue was furred. The findings in 
her chest are rather important. She had a three- 
week story of cough, with a small amount of spu- 
tum and evidence of a lesion in the left base. I have 
been told, but I have not had occasion to verify 
it, that the commonest site of tuberculosis in a pa- 
tient with diabetes is at the base, and, if she did 
have tuberculosis, the fact that the involvement 
was at the left base rather than at the right or left 
apex is significant. She might have had a lung ab- 
scess or might have had pneumonia. I do not 
think that we can go any farther than that. I see 
no way to correlate her coma three weeks before 
entry with something in her lungs on admission. 
I doubt if we can place any reliance on it further 
than to say that it is possible that she might have 
had a pulmonary abscess, possibly with a brain ab- 
scess; but certainly it is a faint possibility rather 
than a strong one. She did not have a stiff neck. 
If it had been a subarachnoid hemorrhage, asso- 
ciated with meningitis, she should have had more 
signs. I am not certain how to interpret the ques- 
tionable Babinski sign on the right. We see such 
phenomena and frequently we cannot go farther 
than to make the observation. The knee jerks 
were absent. The story of only one living child 
and four pregnancies makes us think of the pos- 
sibility of syphilis. 

There are not many conditions in which we see 
a urinary specific gravity as high as 1.040. There 
was nothing said about albumin, and the sediment 
was not recorded. She had no anemia. The white 
count was 17,000, with 83 per cent polymorpho- 
nuclears. The blood sugar was 350 on admission, 
the COz combining power 50 vol. per cent. 


The lumbar puncture is against meningitis, and 
against subarachnoid hemorrhage. I think it is 
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against an intracranial lesion. We do have some 
increase in pressure. If this were a localized brain 
abscess, we ought to have had more evidence in 
the spinal fluid than this. Nothing is said about 
the reaction of the pupils. 

I think that we are justified in making a clinical 
diagnosis of diabetes mellitus. Whether they will 
find it on section, I do not know. It may be one 
of the cases in which the pancreas will show very 
little. I was intrigued with the possibility of 
something being wrong with the pituitary, which 
might explain her coma. The onset, however, is 
much too rapid for this to be an intracranial neo 
plasm arising in the pituitary and there is no in- 
crease of spinal fluid pressure. One of the argu- 
ments against this being diabetes mellitus with 
coma is that she did not have a severe acidosis. 
She had acetone bodies in the urine, and the COs 
combining power was 50 vol. per cent. We do not 
know what the total base was in this instance. It 
is my impression that there is such a thing as 
so-called chemical death. Occasionally one sees a 
patient in diabetic coma with a partial reversal of 
chemical changes such as were observed here and 
one may treat and treat adequately the hypogly- 
cemia, but one does not treat adequately the other 
changes in the blood. The changes in the blood 
one expects to find in diabetic coma and acidosis 
are lowering of the total base and COz combining 
power and lowering of chloride concentration. 
Here we have the reverse so far as the chloride 1s 
concerned. She probably had toxemia at one of 
the pregnancies at least, which suggests that she 
had some kidney damage. And if she had enough 
kidney damage she is entitled to have diminished 
excretion of chlorides, which would be responsible 
for an increase in serum chloride rather than a 
decrease. Then with the increased concentration 
of chloride she had a relatively normal COz, which 
was decreased only 6 to 8 vol. per cent. I simply 
have no explanation for it. There are one or two 
things I would like to ask. Did she receive any 
racemic sodium lactate intravenously? 

A Puysician: Yes, but after the blood was taken 
for the first chemical determinations. 

Dr. Tatsorr: The change from a COs of 50 
vol. per cent to a COz of 51 vol. per cent may rep- 
resent an interval during which she had some 
sodium lactate. That does not help us very much. 
In the few patients that Dr. Coombs and I have 
been interested in, and to whom we gave sodium 
lactate, we got an elevation of the COs simul- 
taneously with a diminished concentration of 
chloride. I cannot believe that the chloride was 
any higher than 125 milliequivalents per liter. 

I think that this patient had, clinically at least, 
diabetes mellitus. I think she had coma and that 
she certainly had acidosis, so far as the evidence in 
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the urine is concerned, even though she had only 
a mild degree as measured by the COz combining 
power. She probably had an infection in her lungs, 
and the most likely infection is tuberculosis. There 
probably will be evidence of an old nephritis and a 
hypertrophied heart from hypertensive heart dis- 
ease. 

Dr. Tracy B. Matiory: I think that I sense a 
little dissension in the ranks. I wonder if anyone 
wants to express an opinion. 

Dr. Futter Avsricutr: I should like to ask if the 
COz combining power of 51.2 vol. and the plasma 
chloride of 135 mg. were done at the same deter- 
mination. I think that one of these figures is 
wrong. I think it would not be possible to have a 
COs of 51.2 with a chloride as high as that. One 
of these values has to be thrown out. 

Dr. J. H. Means: Is not the nonprotein nitro- 
gen surprising? She was clearly dehydrated and 
yet did not have an elevated nonprotein nitrogen. 

Dr. Tarsorr: It was probably taken after she 
had received intravenous fluid. 


Dr. Means: This evidently is a mystery, and it 
seems to me that perhaps the story of two attacks 
of unconsciousness may be of some importance. I 
am greatly intrigued with, though at a loss to in- 
terpret, the fact that she went into complete coma 
and apparently stayed that way for a half hour 
and then came out of it without anything being 
done to her in the way of treatment, and later on 
went into coma again and stayed there. Of course 
that is a frequent story in subarachnoid hemor- 
rhage. They bleed for a short while, lose conscious- 
ness for a while and then regain it, and then have 
another attack of coma. 


Dr. Martory: The negative spinal fluid is 
against that diagnosis. 
Dr. Means: Yes; I simply said that the story 


was like it. I wonder if any other kind of intra- 
cranial process was going on that might not be re- 
flected in the spinal fluid. I recall one patient who 
came into the accident room in coma and who 
proved to have a frontal lobe abscess. As I re- 
member it, he had very little in his spinal fluid. 
He may have had a dozen leukocytes, but it was 
very questionable. Dr. Frank Fremont-Smith 
made a rather brilliant diagnosis. You probably 
recall it. I am not certain that an intracranial 
lesion is entirely out of the picture here, and then 
again she may have tuberculosis and diabetes. I 
would like to add miliary tuberculosis to the list 
in a diabetic person. The high fever makes me 
wonder about that. 

Dr. A. T. Scorr: I think that the term “ques- 
tionably positive Babinski” is a misnomer. The 
Babinski was definitely positive on numerous oc- 
casions during the period of an hour. After the 
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lumbar puncture it became plantar in type. It 
was a temporary one, but not questionable. 

Dr. James H. Townsenp: If we can believe the 
COs» of 50, I think it is not consistent with the 
degree of unconsciousness on a basis of diabetic 
acidosis. There must be some other factor in the 
unconsciousness and the previous temporary epi- 
sode of unconsciousness must also be due to some- 
thing intracerebral. This very high temperature 
at the end again might be of cerebral origin with- 
out much infection at the time. 


CurnicaL DraGNoses 
Diabetes mellitus. 
Diabetic acidosis. 
Cerebral hemorrhage. 
Generalized arteriosclerosis. 


Dr. Joun H. Tarsorr’s Diacnoses 
Diabetes mellitus with diabetic coma. 
Chronic pulmonary infection, probably 

culosis. 
Hypertensive cardiac and renal disease. 


tuber- 


Anatomic DtaGNoses 

Thrombosis of the right vertebral artery. 

Multiple infarcts of the brain. 

Arteriosclerosis, moderate; aortic, coronary and 
cerebral. 

Pulmonary embolism with multiple pulmonary 
infarcts. 

Thrombosis of the left iliac vein. 

Pulmonary congestion and atelectasis, slight. 

Vascular anomalies: (1) Right postero-inferior 
cerebellar artery from basilar artery. (2) 
Hemangioma of liver. 

Nephritis, chronic vascular (large vessel type). 


PatHoLocicaL Discussion 


Dr. Tracy B. Mattory: The postmortem ex- 
amination helped very little so far as the diabetes 
was concerned. She had a diffuse arteriolar sclero- 
sis of a rather severe degree which, as Dr. Talbott 
suspected, had involved the kidneys quite marked- 
ly, also the arterioles of the pancreas; and I think 
it is probably fair to assume that she belongs in 
the group of elderly diabetics associated with hy- 
pertension and arteriolar sclerosis. Whether the 
diabetes is secondary to the hypertensive disease 
I do not know; but I would rather suspect it. 

The heart was slightly but not markedly hyper- 
trophied. The entirely surprising feature, which 
is barely foreshadowed at all in the clinical his- 
tory, was that she died of a massive pulmonary 
embolus. She had a few small, old infarcts in the 
lungs, and then an extremely large terminal pul- 
monary embolus which completely occluded the 
pulmonary artery to one lung and about two thirds 
of the pulmonary artery to the other. That proba- 
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bly would still leave us without adequate explana- 
tion for the coma, but the examination of the brain, 
I think, provided that. Dr. Kubik found several 
areas of softening and a thrombotic occlusion of 
one of the vertebral arteries. I will ask him to 
describe that a little more in detail. 


interior cerebral 
c. middle cerebral 
>, posterior cerebral 
c. Internal carotid 
. posterior communicating 
ganglionic branches 
. atheromatous narrowing 
>. basilar 
. vertebral 
thrombi 


Diagram of the main cerebral arteries 


Dr. C. S. Kusix: There was considerable 
atheromatosis, the right vertebral artery was oc- 
cluded by a solid adherent thrombus, and there 
were foci of infarction in each optic thalamus, the 
left calcarine cortex and the midbrain, structures 


which are supplied by the two posterior cerebral 


arteries. These were the findings which stood out 
very prominently when the brain was first exam- 
ined. The thrombus in the vertebral artery ex- 
tended up to the basilar artery but not into it and 
did not provide a satisfactory explanation for the 
foci of infarction, so long as the other vertebral 
artery and the circle of Willis were patent, as they 
seemed to be. Looking further there was marked 
narrowing in the middle portion of the basilar 
artery by an atheromatous plaque, and microscopic 
sections of this part of the vessel showed it to be 
occluded by a recently formed thrombus, which, I 
should suspect, was a fragment of the thrombus 
in the vertebral artery. This still left a collateral 
supply to the posterior cerebral arteries through the 
posterior communicating arteries, and the only ex- 
planation I have to offer for the infarction is that 
the posterior communicating arteries were abnor- 
mally small. 

The tissues in only a small part of the posterior 
cerebral circulation were affected. We have an- 
other case with almost ide cal findings resulting 
from occlusion by an embolus at the bifurcation of 
the basilar artery. I should suppose that the dam- 
age in these cases is not more extensive because 
of the collateral blood supply, not only through the 
posterior communicating arteries, but also through 
the adjacent capillary beds of the middle and an- 
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terior cerebral arteries, and that the blood supplied 
through the posterior communicating arteries is 
not adequate for the parts farthest removed from 
the collateral circulation through the capillaries. 

Dr. Matiory: I think this case serves again to 
emphasize the fact that the most frequent impor- 
tant undiagnosed cause of death found at the au- 
topsy table is pulmonary embolus. It is customary 
in the case of a patient in whom the primary cause 
of death does not seem altogether adequate, to 
tack on a diagnosis of terminal bronchopneumonia. 
I think that one would be just about as safe in 
adding pulmonary embolus. We see pulmonary 
emboli in these cases about half as often as bron- 
chopneumonia and they are almost never recog- 
nized or even thought of clinically. 

Dr. Means: 
present? 

Dr. Mattory: 

Dr. Means: If she had a pulmonary embolism 
as big as that, it would seem as if she ought to 
have distention of the neck veins. 

Dr. Matrory: It is impossible to count on that, 
I am sure, even with massive fatal pulmonary 


emboli. 


Was there any infectious process 


None that we recognized. 





CASE 23372 
PRESENTATION OF CASE 


A forty-five-year-old American housewife was 
admitted complaining of pain in the chest. 


Eight months before entry, following a two- 
mile walk, the patient suddenly developed sharp 
precordial pain which radiated to the left shoul- 
der. During the succeeding forty-eight hours the 
pain became progressively worse and was aggra- 
vated by exertion. Nitroglycerin was adminis- 
tered without relief and the patient was confined to 
bed for five days, during which time the discom- 
fort gradually subsided. There was moderate 
dyspnea but no cough, cyanosis or edema. During 
the next two months she remained comparatively 
well, although her activities were restricted. Six 
months prior to admission she developed pain be- 
neath the left scapula which radiated anteriorly 
along the left costal margin. This was occasionally 
sharp in character but was usually only annoying. 
It was aggravated by exercise. A gastrointestinal 
series done at this time was negative. The discom- 
fort continued with very little change until six 
weeks before entry, when she noted rapidly pro- 
gressive weakness and increased severity of the 
pain. An x-ray of the chest at that time showed 
a high left diaphragm with diminished respiratory 
movement. Its upper border was straight, and the 
costophrenic angle was obliterated. There was a 
rounded hazy area of density below the medial 
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end of the left clavicle which in the lateral view 
lay anteriorly. The remainder of the lung fields 
was clear, and there was no mediastinal shift. The 
heart was enlarged, particularly in the region of 
the left ventricle, and the aorta was slightly tor- 
tuous. During the three weeks preceding entry 
the patient was confined to bed because of severe 
dyspnea on the slightest exertion. The pain was 
sufficiently severe to require morphine two or three 
times daily. ‘Her diet had been limited to soft 
foods and liquids because the swallowing of solid 
particles caused considerable pain in the left pos- 
terior portion of the chest. The chest pain was 
occasionally sharp but was usually “crushing” in 
nature. It was made worse by deep inspiration, 
by sitting up or by lying on either side. The pa- 
tient was comfortable only when lying on her 
back partially propped up. There was no cough, 
hemoptysis, palpitation or cyanosis. 

For about ten years the patient suffered from 
occasional burning, epigastric discomfort, nausea 
and some eructation after meals. These symptoms 
did not increase in severity. Bowel movements 
had always been costive but the constipation in- 
creased during the latter part of the illness. 


Catamenia had been regular until sixteen months 
before admission. During the succeeding interval 
she missed an occasional period and developed a 
yellowish, odorless vaginal discharge which  re- 


quired the use of a napkin. Four months prior 
to entry the menses ceased, but three months later 
she began to have a scanty, bloody discharge, and 
. the yellowish discharge became foul and occasion- 
ally purulent in character. This persisted for three 
weeks and then bleeding became sufficiently pro- 


fuse to require seven pads daily. 
bleeding continued until entry. 


The vaginal 


Physical examination showed a thin, pale, tired- 
looking woman lying quietly in bed. There was 
a right dorsal scoliosis, the angle of Louis was 
prominent, and the ribs were nearly horizontal in 
position. The left chest was slightly more prom- 
inent anteriorly, and expansion, although limited 
bilaterally, was even more restricted on the leit 
side. The left upper chest anteriorly down to the 
fifth interspace and the left lower chest posteriorly 
up to the fifth rib were dull to flat, and breath 
sounds were diminished to absent. In these re- 
gions breath sounds and tactile fremitus were di- 
minished, and just above the upper border of the 
posterior dulness bronchial breathing was heard. 
The heart was essentially negative. The blood 
pressure was 180/100. The abdomen was soft, 
flat, and no areas of tenderness were found. In 
the lower mid-abdomen there was a boggy indefi- 
nite mass just above the symphysis. Vaginal ex- 
amination showed a large, firm, fixed mass about 
the size of a large grapefruit in the culdesac. Its 
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surface pitted on pressure, and irregular nodules 
were palpated on it. The cervix was large, hard 
and pale, and blood oozed from the external os. 
The left vault was described as being shallow and 
fixed. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine showed a specific grav- 
ity of 1.030 with a slight trace of albumin. The 
sediment was negative. The blood showed a red 
cell count of 4,100,000, with a hemoglobin of 60 
per cent. The white cell count was 6,300, 76 per 
cent polymorphonuclears. The sputum contained 
neither blood nor tubercle bacilli. Stool examina- 
tions were negative. A blood Hinton test was 
negative. The nonprotein nitrogen of the blood 
serum was 17 mg. per cent. The serum protein 
was 5.2 gm. per cent and the chlorides were equiva- 
lent to 91 cc. of N/10 NaCl. 

An x-ray film of the chest showed fluid in the 
left pleural cavity, and there was increased size of 
the cardiac shadow. The latter was particularly 
broad across its base. The heart shadow was 
markedly displaced to the right. 

Frequent left thoracenteses were performed. 
These produced fluid, increasing in amount from 
90 cc. to 1,680 cc. The early taps were straw-col- 
ored, but gradually the fluid became bloody in 
character. Cultures were repeatedly negative and 
no tumor cells were found. Each tap produced 
temporary relief of chest pain and dyspnea, but 
with each recurrence there was increasing intensity. 
An endometrial biopsy exhibited only a prolifer- 
ative endometrium and, under ether, examination 
showed the pelvic mass which was believed to be 
a fibroid uterus. Shortly afterward the leukorrhea 
and vaginal bleeding ceased and did not recur. 
The red cell count, which had dropped to 3,500,000, 
rose rapidly to 5,000,000 following the administra- 
tion of ferrous sulfate. At the end of a month in 
the hospital the patient developed a Horner’s syn- 
drome on the left and, although the left chest pain 
continued and required opiates for relief, the 
skin on this side of the thorax became anesthetic. 
On the forty-sixth hospital day a portable x-ray 
film of the chest showed a marked increase in the 
amount of fluid present and there was a further ex- 
tension of the heart shadow toward the right. 
Eleven days later, after a chest tap, another film 
showed lateral curvature of the spine, more evi- 
dent than in previous films, and a return of the 
heart shadow to normal position. There were ir- 
regular areas of diminished density in the upper 
portion of the left lung, but the remainder of the 
lung field was obscured by homogeneous dulness. 
A film of the spine showed a shift in position of 
the areas of diminished density in the left lung. 
The ribs and spine were normal. Her condition 
became progressively worse and the chest pain, 
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dysphagia, and Horner’s syndrome continued. She 
frequently suffered pain in the left upper quadrant 
and there were associated constipation and recur- 
rent distention. Repeated stool examinations con- 
tinued to show negative reactions to the guaiac 
test. On the fifty-seventh hospital day a left chest 
tap was performed and 200 cc. of bloody fluid was 
removed with considerable relief of the dyspnea. 
Shortly after withdrawal of the needle the patient 
complained of pain and began to cough. The 
cough, at first nonproductive, rapidly became pro- 
ductive of frothy blood-stained material. Dyspnea 
and cyanosis appeared and the patient expired. 


DIFFERENTIAL DracNnosis 


Dr. WituiaM B. Breep: In the first place this 
woman does not have heart disease. She has intra- 
pulmonary or intrathoracic disease, which is prob- 
ably malignant. Whether it is metastatic, second- 
ary in the lung, or primary has to be decided. 
So far as the record goes, malignant disease of 
the pelvis was ruled out by endometrial biopsy, 
by the appearance of the cervix, and by the cessa- 
tion of symptoms after a few weeks of vaginal 
bleeding. Also, from the x-ray appearance of the 
left chest, the localized process is against a 
metastasis from the pelvic organs, unless the process 
went directly up the thoracic duct after x-ray 
treatment (which she did not have). If it is 
primary malignant disease of the left lung, of 
what sort is it? 

The pain radiated from the shoulder, down the 
axilla, and around the inner aspect of the left arm. 
She did not begin to cough until later on in the 
disease. She apparently was developing some free 
fluid in the pleural cavity, so that this process prob- 
ably had no connection with the bronchus at the 
time. The physical examination notes that she had 
changes in the lungs and Horner’s syndrome, 
which immediately makes one wonder whether 
she has a primary pulmonary sulcus tumor, as 
described by Pancoast* in 1924 and 1932. 

“The tumors in question seemed to occur at a 
definite location at the thoracic inlet, were char- 
acterized clinically by pain around the shoulder 
and down the arm, Horner’s syndrome and 
atrophy of the muscles of the hand and _pre- 
sented roentgenographic evidences of a small, 
homogeneous shadow at the extreme apex, always 
more or less local rib destruction and often verte- 
bral infiltration. . . . The tumors were differenti- 
ated from other neoplasms occurring in the neigh- 
borhood, such as apical primary lung carcinoma 
and sarcoma of the ribs, by the absence of one 
or more of the foregoing characteristic manifesta- 
tions. 

4. 99:1391 


*Pancoast, H. K.: Superior pulmonary sulcus tumor. J. A. M 


(Oct. 22) 1932. 
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“It has been found advisable to discard the 
name of ‘apical chest tumor’ as a designation 
of this growth, because it has proved to be 
confusing and permitted the 
other more common tumors in the upper part of 
the thorax. The name of ‘superior pulmonary 
sulcus tumor’ has been given to it because this 
term implies its approximate location and a lack 
of origin from the lung, pleura, ribs, or mediasti- 
num.” 

In this there is a 
the apex of the lung. There is the Horner’: 
syndrome and pain around the shoulder and 
down the arm. There is, however, no evidence of 
destruction by x-ray. I have not seen the 
x-rays, but I want Dr. Holmes to discuss them 
after I have finished. If I can persuade Dr. 
Holmes to look them over and interpret some 
erosion of the ribs that will make it more certain. 
Dr. Pancoast also says that with this particular 
type of tumor there are usually no local metastases 
in the lung. In this case we have evidence for such 
a condition. The origin of this tumor, according 
to Dr. Pancoast, is probably epithelial, but that is 
as far as he can go. I think this patient has 
either pulmonary sulcus tumor as described by 
Pancoast, or a primary tumor of the upper lobe 
with local metastases and, incidentally, a Horner's 
syndrome. I hope Dr. Holmes will help to settle 
the question by finding erosion of the ribs. 

Dr. Georce W. Hormes: I am sorry I cannot 
help you on that diagnosis. There is, in this 
early film, slight dulness at the extreme right. 
The Pancoast tumors that I have seen have ex- 
tended down over the apex considerably more 
than this does. I do not see any definite evidence 
of erosion of the rib. 

Dr. Ausrey O. Hampton: I think the shadow 
they described was lower than the apex though. 
Dr. Hotmes: That might be retracted lung. 
Dr. Breep: Does it not look like Pancoast tumor ? 
Dr. Hormes: I do not believe it is a Pancoast 
tumor. The gastrointestinal tract was evidently 
carefully examined, particularly the lower portion, 
and, so far as I can make out from the films, 
shows nothing definitely abnormal. This is the 
large bowel with an unusual amount of gas in the 
distal but they have not demonstrated 
a tumor anywhere, so we will leave the gastro- 


has inclusion of 


case localized shadow ai 


bone 


port iC yn, 


intestinal tract out. 


Dr. Breen: 
diaphragm ? 

Dr. Homes: No. I do not see any evidence of it. 
In this film there is dulness at the left base, with 
what looks like a high diaphragm with the stom- 
ach below it. The gas bubble is not clear. That is 
not fluid. <A little later the process has advanced 


There is no stomach above the 
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nd involved the greater part of the lower half of 
he chest and, as we follow it along, the process 
xecomes more and more marked and the heart is 
displaced to the right, so that we have pretty 
definite evidence of collapse of the lower lobe. 
That is the way I would interpret it—evidence of 
bronchial obstruction with elevation of the dia- 
phragm, later the appearance of fluid on that side 
of the chest, with displacement of the heart to the 
opposite side, which, of course, is consistent with 
primary neoplasm of the bronchus. 

Dr. Breen: Of course, the presence of a Horner’s 
syndrome does not necessarily mean a Pancoast 
tumor, but finding that in the history makes it 
reasonably suggestive. It ought to be ruled out if 
possible. 

Dr. J. H. Means: Is the trachea all right? 

Dr. Hotmes: This film shows a peculiar twist 
of the lower end of the esophagus. I do not know 
how to account for that. 

Dr. Hampton: I want you to get more in- 
terested in the thing at the top of the left lung. 

Dr. Hormes: That would be perfectly con- 
sistent with my diagnosis, would it not? It in- 


volved the phrenic nerve, elevating the diaphragm. 
I assume that the Horner’s syndrome is due 
to metastases. 
Dr. Breep: I see nothing to do but to repeat 
what I have said. This is, so far as I can determine, 
a brénchiogenic tumor of the left lung with 


metastases to the mediastinum, producing Hor- 
ner’s syndrome. There is, in addition, a fibroid 
tumor of the uterus. Heart disease is absent. 


CurnicaL DiaAGNoses 


Carcinoma of the lung. 
of the 
Tension pneumothorax. 


Dr. WILLIAM 


Carcinoma uterus? 


B. Breep’s DiacNnoses 


Bronchiogenic carcinoma of the lung. 
Mediastinal metastases. 
Fibroid tumor of the uterus. 


Anatomic DIAGNOSES 


Bronchiogenic carcinoma, left lower lobe, with 
metastases to a bronchial lymph node, the 
pleura, the diaphragm, the pericardium, and 
the left superior pulmonary sulcus, 

Pulmonary atelectasis, left. 

Hemorrhage into the bronchial tree. 

Thoracentesis puncture wounds. 
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Pleuritis, chronic, focal, bilateral. 
Hemohydrothorax, left. 

Arteriosclerosis, slight aortic and coronary. 
Leiomyomata uteri. 

Malnutrition. 


PaTHOLocicaL Discussion 


Dr. Tracy B. Matiory: Dr. Breed has hit the 
diagnosis right on the head. She had a primary 
cancer of the bronchus. It was not in the bronchus 
to the upper lobe, however; it was in the left 
lower lobe, but there was a metastatic tumor in 
the region of the pulmonary sulcus, which was 
undoubtedly responsible for the Horner’s syn- 
drome. Our experience with Pancoast tumor 
here is that they have all been primary bronchio- 
genic carcinomas of the upper lobe bronchus, 
usually a rather small one and well out toward 
the apex of the lung. This tumor was in the 
lower lobe, but the metastasis was essentially 
in the same region to which the primary tumor, 
extends in a typical Pancoast lesion. 

There was a somewhat dramatic episode at the 
time of death. A chest tap was attempted and 
she rather suddenly died. I do not think the death 
was attributable to the tap in the least, but to a 
massive pulmonary hemorrhage. She had inspired 
blood into all the bronchi which were found com- 
pletely filled with casts, so that she showed much 
the same picture as fatal bronchial asthma does, 
except that the asthmatic plugs were composed of 
clots of blood. That would be a perfectly possible 
terminal manifestation for the disease, if she had 
never been tapped. 

Dr. Cnester M. Jones: Is it not important to 
point out that the Pancoast tumor is no more than 
a regional tumor with regional symptoms, rather 
than a specific type of tumor, and that we should 
not stick too closely to his original description? 

Dr. Matrory: His description so far as the 
pathology goes is very vague. It is good clinically. 

Dr. Soma Weiss: 
Pancoast’s syndrome. 


It really ought to be called 


Dr. Matiory: It is a perfectly good syndrome. 
At the time he reported it he had almost no patho- 
logic material, and that made a good deal of differ- 
ence. Any tumor occurring in that region may 
produce that picture. 

Dr. Hampton: Was the metastatic nodule at 
the apex in the lung? 

Dr. Mattory: No, it was in the pleura. 
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AMERICAN MEDICINE 


Tue Journal is presenting to its readers as the 
leading article of this issue a copy of Dr. Allan 
M. Butler’s review of the book, American Medi- 
cine: Expert Testimony Out of Court, which was 
published in the Boston Evening Transcript of 
August 14, 1937. 

The two-volume book, written and published 
by the American Foundation Studies in Govern- 
ment, is a comprehensive report of the views of 
leading doctors throughout the country on the 
present status of American medicine and the prob- 
lem of how medical care may be improved. The 
Foundation’s study is based on approximately five 
thousand letters submitted by over two thousand 
physicians in answer to requests for facts and opin- 
ions concerning American medicine. 

Many opinions expressed in these letters indi- 
cate that some of the views of representatives of 
organized medicine on the problems of medical 
care are not generally endorsed by this large group 
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of physicians. First, there is a problem, though 
organized medicine has frequently indicated that 
there is not. Secondly, at a time when the public 
through the federal and state governments is voic- 
ing an interest in medical practice, there appears 
to be ground for serious criticism of organized 
medicine for having failed to take the initiative in 
encouraging a comprehensive consideration of the 
problem by the medical profession. 

To those of our readers who have not read the 
book, Dr. Butler’s review will indicate the value 
that this book should have for the physician and 
the public. Consideration by physicians of the 
opinions expressed in this book should do much to 
develop a co-operative and constructive attitude to- 
ward the questions raised. Such an attitude on the 
part of the medical profession seems essential if 
alteration of our medical service is to provide bet- 
ter, not worse, medical care. The inherent difh- 
culties in the way of a satisfactory solution of the 
problems involved demand the leadership of the 
medical profession in any attack upon them. With- 
out such guidance the health of the nation may well 
become the political football of an ill-advised 
Congress. 

The roads that lead to better medical care may 
be many or few. Some of our readers will not 
approve of the road suggested by the reviewer. li 
should be acknowledged, however, that his sug- 
gestions offer a more reasonable and practical solu- 
tion to the problems of medical care and of the 
survival of the physician as an individual than do 
the principles advocated by the sponsors of national 
health insurance and professional regimentation. 

The Journal strongly advises its readers to study 
this review carefully. Such a discussion of the 
subject should assist the public in appreciating 
the concern with which the medical profession 
views the public’s welfare. It is hoped that an in- 
formed public will desire the leadership of the 
profession in devising ways and means whereby 
adequate medical care will become more generally 
available to those in need of it. 





THE DOCTOR 


In the Tate Gallery, London, hangs a picture, 
“The Doctor,” painted in 1891 at the command of 
Queen Victoria. The episode that led up to this 
command is of interest. 

During one of Queen Victoria’s visits to Bal- 
moral Castle, North Scotland, she learned of the 
serious illness of the only child of one of her fa- 
vorite servants who had married a forester. Sir 
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James Clark, the Queen’s personal physician, was 
sent for and arrived on a special train from Lon- 
don. He remained in constant attendance in the 
tiny cottage until the crisis passed. 

The outstanding points of this human drama 
are ably depicted by the artist, Sir Luke Fildes. 
In the darkened room the physician sits at the 
bedside of the sick child. In the background are 
the grief-stricken mother and the saddened, but 
courageous, father. The lighting effects are remark- 
able. An oil lamp on the table lights up and 
emphasizes the face of the doctor and, to a less ex- 
tent, that of the child. The faces of the mother and 
father are faintly illuminated by a barely percep- 
tible glow from the window—the beginning of 
another day and a symbol of hope. In spite of tie 
appeal of the picture as a whole, the motif is the 
doctor; his patience, his keenness, his thoughtful- 
ness, his dependability and his faithfulness, all arc 
portrayed and are dominant. 

It is unfortunate that modern copies of this fa- 
mous picture fail to reproduce the original. The 
lighting from the window has been increased, and 
the doctor is subordinated to one of a group. The 
copies are appealing, but it is the portrayal of the 
drama of the group that appeals, rather than that 
of the qualities of the physician. Possibly the mod- 
ern copyist considers that such is consistent with 
the times. There is certainly a tendency to sub- 
ordinate the family doctor. Let us hope that his 
admirable qualities will always remain dominant 
and will not become subservient to the dictums of 
a political-minded group such as that represented 
by the advocates of socialized medicine. 





MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS 
AND GYNECOLOGY 


M. Fietcuer Eanes, M.D., Secretary, 
19 Bay State Road, 
Boston 


Case History No. 37. BLeepinc at Six MontHs— 
PaPILLOMA OF BLADDER 


Mrs. A. B., a white woman, aged twenty-seven 
years, was seen at her home by the hospital intern. 
She stated that she got up during the night (six 
hours previously) to empty her bladder and after- 
ward discovered that the chamber pot was filled 
with blood. There had been no pain, cramps, 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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lower abdominal pressure or backache. She has 
had no staining since. She had had frequent noc- 
turia, and except for urgency, this instance was 
no different from other voidings. 

The patient’s last period was six months pre- 
viously. She has two children living and well, 
both delivered normally. The present pregnancy 
has been entirely uneventful. The patient felt 
motion at about four months. Her blood pressure 
has been normal and her urine has shown the 
slightest trace of albumin. 

Her family history was irrelevant, as was her 
past history. 

Physical examination showed a well-developed 
and nourished woman lying comfortably in bed. 
There was no apparent anemia. The heart sounds 
were regular and the lungs were resonant through- 
out. The pulse rate was 78 and respirations 16. 
The abdomen showed no scars. A mass, appar- 
ently the uterus, extended from the symphysis to 
one fingerbreadth above the level of the umbilicus. 
Fetal motion could be felt and the fetal heart 
tones were heard. No other masses were felt. 
Pressure over the symphysis caused moderate dis- 
comfort. The extremities showed no edema. Blood 
pressure was 108 systolic, 64 diastolic. 

The patient was prepared as if for delivery, and 
vaginal examination was done under aseptic tech- 
nic. The fetal head was presenting, high and not 
engaged. The cervix was thick, soft, and patulous 
but would not admit a finger. The lower uterine 
segment felt normal. There was no tenderness in 
either vault, but pressure of the bladder against the 
symphysis caused pain. No attempt was made to 
feel for the placenta through the cervix. A. vaginal 
speculum was then introduced and the cervix in- 
spected. It was a normal cervix of pregnancy, cy- 
anotic and injected but showing no cervicitis, ero- 
sions, polypi or bleeding points. No blood was 
coming from the os. 

The patient was then catheterized. The urine 
specimen was red with blood. 


Rectal examination was negative. 


The patient was admitted to the hospital where 
she was seen by the consulting urologist. Cysto- 
scopic examination revealed papilloma of the blad- 
der (benign) which was successfully treated by 
fulguration. The pregnancy went to full term 
and the patient was delivered normally of a living 


baby. 


Comment. This case illustrates the importance 
of inspection of the cervix in cases of vaginal 
bleeding during pregnancy, and the necessity of 
finding the source of the bleeding in the event that 
it does not come from the cervix or the cervical 
canal. It is not uncommon for a patient to use 
the toilet and afterward find that she has passed 
blood. In most cases she cannot be certain whether 
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the source of the blood is the vagina, rectum or 
bladder. 

Even where the source of the bleeding is vaginal 
there is another reason for inspection of the cervix. 
Not all vaginal bleeding during pregnancy is seri- 
ous though it must be assumed to be until proved 
otherwise. Two very common causes of vaginal 
bleeding which do not seriously jeopardize the 
pregnancy are cervical polyp and cervicitis with 
erosion. These may be successfully treated in al- 
most all cases, but the only way they can be differ- 
entiated from the more serious obstetrical compli- 
cations is by inspection of the cervix. This ex- 
amination, must, of course, be made after such 
previous surgical preparation as any intravaginal 
investigation which may be shortly followed by 
delivery would require. 





MISCELLANY 
CONNECTICUT NEWS 


THIRTEENTH CLINICAL CONGRESS OF THE CONNECTICUT 
StaTeE MEDICAL SociETY 


The annual Clinical Congress of the Connecticut State 
Medical Society which was attended last year by 633 phy- 
sicians from ten states will be held this year in New 
Haven on Tuesday, Wednesday, and Thursday, Septem- 
ber 21, 22 and 23. The registration fee for the entire 
Congress will be $2.00. The morning sessions, beginning 
at 9:30, will be held in the auditorium of the Sterling 
Law Buildings. The afternoon and evening sessions, be- 
ginning at 2:15 and 8:15, respectively, will be held in the 
buildings of the New Haven Hospital and the Yale 
School of Medicine. section 
meetings which are open to all members of the Congress. 


The evening meetings are 


The meetings will be held under the chairmanship of 
the following: Tuesday morning, Doctor Charles H. Tur- 
kington; Tuesday afternoon, Doctors William J. German, 
Paul W. Vestal and Stanley B. Weld, and Tuesday eve- 
ning, Doctors E. Myles Standish, Edward J. Godfrey and 
Henry N. Costello. The speakers include Doctors Fran- 
cis C. Grant, J. E. Moore, Robert H. Aldrich and Fred- 
erick C. Irving in the morning sessions and in the evening 
Doctors George M. MacKee and Robert P. Knapp. Bed- 
side clinics, panel discussions and the new talking motion 
auspices of the 
American 


activities. 


picture on syphilis, produced under the 
United States Public Health Service and the 
Medical Association, will feature the 

On Wednesday the 
Jayne-Jones, Daniel C. Patterson, Francis G. Blake, Emer 


afternoon 


chairmen include Doctors Stanhope 


son L. Stone and Douglas J. Roberts. The speakers will 
be Doctors Isidor S. Ravdin, William B. Castle, Emil 
Novak and Maurice Lenz. The evening meetings will 


be under Doctors Leonard F, De!Vecchio and Kenneth 
K. Kinney. The speakers at these sessions include Doctors 
Henry S. Ruth, Louis $. Goodman, Paul M. Wood, Meyer 
Saklad, Bradley L. Coley and James D. Trask. The after- 
noon will be devoted to various symposiums. 

The Thursday chairmen will be Doctors Hugh B. Camp- 
bell, Eugen Kahn, Louis H. Nahum, Milton C. Winter- 
nitz, Merrill K. Lindsay and Charles T. LaMoure. 
Speakers include Doctors Oskar Diethelm, Arthur Steind- 
ler, Claude S. Beck and Warfield T. Longcope. 

The papers read before the Congress, or abstracts of 
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them, will be published in subsequent issues of the Journal 
of the Connecticut State Medical Society. 

On Tuesday and Wednesday afternoons, members of the 
Congress will meet for a social hour at the New Haven 
Medical Association. 

Section dinners will take place on the evening of the 
meeting of the respective sections. 

The Women’s Medical Society of Connecticut will hold 
a luncheon meeting in conjunction with the Congress. 
All women in medicine will be welcome. 


Complete program and registration card can be obtained 
from the Chairman. of the Committee on Publicity and 
Registration, Dr. Maurice J. Strauss, 41 Trumbull Street, 
New Haven, Connecticut. 


THomrson — Lloyd O. Thompson, M.D., sixty-seven 
years old, a practicing physician in Greenwich for forty- 
one years, died on July 16 after an illness of two years. 
Dr. Thompson was born in Cornish Flat, N. H., and was 
graduated from Dartmouth College. He _ leaves his 
widow and one son. The latter, Dr. Sidney A. Thomp- 
son, is in active practice in Greenwich. 


Dowiinc — John Francis Dowling, M.D., eighty-one 
years old, of Hartford, president emeritus of the staff at 
St. Francis Hospital, died at his home, July 21. In 1935 
Dr. Dowling was compelled, because of failing health, to 
resign as president of the hospital staff after heading it 
for almost twenty years. In January, 1936, he was named 
president emeritus when Dr. James F. Lynch was elected 
to succeed him. One of the city’s most prominent physi- 
cians, Dr. Dowling was born in Meriden, Conn., July 8, 
1856, the son of Peter and Elizabeth (Moran) Dowling. 
He attended the Meriden public schools and the Meriden 
Academy. In 1887 he entered the medical department of 
the College of the City of New York, now New York 
University, and transferred to the Long Island College 
Hospital from which he was graduated in 1890. In April 
of the same year he began the practice of medicine in 
Thompsonville where he established a substanual practice 
and was a member of the board of health and of the 
school board. 

In December, 1895, he moved to Hartford and bought 
the home of the late Dr. John J. Morrissey on Main Street. 
On April 14, 1896, he married Margaret J. Leary of Haz 


Three children were born of 


1] 


who survives him. 


ard 11ie, 
the marriage, Attorney Leo J. Dowling, Mrs. James L. 
Crowley and John Francis Dowling, Jr., all now residing 
in Hartford. He leaves also a granddaughter, Mary Susan 
Dowlimg 

During the World War Dr. Dowling was a member of 


the medical section of the Connecticut State Council of 


National Defense, chairman of the Hartford County Medi 


cal Detense Committee and a member of the Board of 
Medical Examiners for the Hartford Medical Reserve 
Board. Dr. Dowling became a member of the Hartford 


Board of Health in 1915 and was its president for four 


years. During his service on that body he was a pro 
ponent of uniform health services in the public schools of 
the city. He also served as president and trustee of the 
Hartford Medical Society, president of the Hartford Coun 
ty Medical Association, vice president of the State Medical 
Society, and was a fellow of the American Medical Asso 
ciation. He was chairman of the committee on ethics for 


the Hartford County Medical Association. 

He was a charter member of St. Francis’s hospital 
staff and a member of the consulting staff of the Hart- 
ford, Mount Sinai, Municipal and Bristol hospitals. 
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DIFFERENTIAL DIAGNOSIS 
IN PULMONARY DISEASE 


The September issue of Tuberculosis Abstracts, issued 
by the National Tuberculosis Association, calls attention to 
an article by Dr. Paul H. Ringer entitled “Differential 
diagnosis of pulmonary disease,” which recently appeared 
in the New York State Medical Journal (37 :1005 [June 1] 
1937). At the end of the paper Dr. Ringer lists the fol- 
lowing thirteen points which should be borne in mind in 
the differential diagnosis of pulmonary tuberculosis. 


1. Pulmonary tuberculosis must constantly be 
kept in the foreground. 

2. Good stereoscopic x-ray films are essential 
in diagnosis. 

3. Failure to examine sputum is equal to mal- 
practice. 

4. Failure to find tubercle bacilli after repeated 
attempts is a great argument against the presence 
of tuberculosis. 

5. In all children under twelve and in all un- 
certain adult cases an intradermal tuberculin test 
should be done. Many adults will react nega- 
tively and that throws out tuberculosis. 

6. A carefully taken history is of great impor- 
tance. It need not be long. Quality is far above 


MISCELLANY 


quantity. Do not leave this to an assistant. Do it 
yourself. 

7. Resort promptly to bronchoscopy and lung 
mapping in all doubtful cases that are really ill. 

8. Remember that persistent absence of tubercle 
bacilli from sputum merely excludes tuberculosis. 
The patient is not a bit better than before. Con- 
tinue to search the sputum for some definite cause 
of infection. 

9, The ravages of bronchiectasis are almost 
never like those of tuberculosis unless they coexist 
and then tuberculosis is the primary disease to be 
treated. 

10. Hemoptysis is not pathognomonic of tuber- 
culosis. 

ll. An extremely acute postoperative pulmo- 
nary symptomatology should direct the diagnostic 
finger toward abscess. 

12. Fibrotic conditions arise in the presence of 
chronic sinusitis and other chronic infections else- 
where in the body. There may be acute fibrotic 
pulmonary conditions. Think of them. 

13. Pulmonary malignancy is on the increase. 
In the primary type bronchoscopy is invaluable 
diagnostically. In the metastatic type the diagnosis 
is of scientific interest only. 











Tue Beautirut, Spacious New Home or Cipa PHARMA- 
ceuTICAL Propucts, Inc. (ForMERLY Cina Company, INc.), 
Wuicu Is Locatep 1x LarayetTeE Park, SuMMiIT, New 
Jersey. THe ULTraMopeRN LABoraTORIES AND HEApQUAR- 
rerS Permit C1pa To WIDEN Its Scope oF SERVICE TO THE 
MepDIcAL PROFESSION. 
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CORRESPONDENCE 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 


To the Editor: In addition to the articles enumerated 
in our letter of August 4 the following have been accepted: 
Abbott Laboratories 

Ampoules Caffeine with Sodium Benzoate, 2 ce. 
American Research Products (Division of General Mills, 
Inc.) 
Viosterol (A.R.P.I. Process) in Oil 
Armour & Co. 
Suprarenalin 1:100 for Oral Administration 
Lederle Laboratories 
Cevitamic Acid—Lederle 
Tablets Cevitamic Acid—Lederle, 0.01 gm. 
Tablets Cevitamic Acid—Lederle, 0.05 gm. 
Eli Lilly & Co. 
Sulfanilamide—Lilly 
Sulfanilamide Tablets, 5 gr. 
Pure Carbonic, Inc. 
“Pureco” Carbonic Acid Gas 
E. R. Squibb & Sons 
Antipneumococcic Serum, Type I, 10,000 units 
Antipneumococcic Serum, Type I, 20,000 units 
Paut Nicuotas Leecn, Secretary. 
535 North Dearborn Street, 
Chicago, Illinois. 





COLLECTION DIFFICULTIES 


To the Editor: 1 believe the readers of the Journal will 
find the enclosed of interest, showing that doctors, then 
as now, had difficulty collecting their bills. 

Joun B. Hawes, 2np. 
330 Dartmouth Street, 
Boston. 





The two following items appeared in the June 11, 1836, 
issue of the Boston Daily Times: 


Dr. S. C. Hewett, Bone Setter, 297 Washington 
Street, Practitioner on Diseases of Joints and Limbs 
in general, would respectfully inform the public 
that he can be seen at all times, at his rooms, 
between the hours of 7 a. m. and 2 p.m. Dr. H. 
would mention that the law is repealed which de- 
bars him from collecting his bills, and that he will 
make charges against his patients as heretofore. 
For the last year, finding some patients disposed 
to take advantage of this law, he has adopted the 
practice of receiving his pay for each visit, when 
given. In no case would be understood to let his 
charges stand on his books for merely one visit 
or advice, except they be protracted. His charges 
in no case will exceed $1.50 per visit. People in 
low circumstances will be liberally considered. 

Patients who cannot call on Dr. H. at his Rooms, 
he will call on them at their residence. 

* * * 


ExpLaNaTion. Dr. Hewett had a bill in 1830 
against Mr. Josiah E. Bumstead, the junior partner 
of the firm of Bumstead & Son, 113 Washington 
Street, (for attendance on his wife) of $218, be- 
ing for 218 visits, which bill, when presented, was 
treated with neglect. Mr. B. said he would pay 
$118, and that was all he would pay. Mr. B. 
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would not settle the bill until Dr. H. came to his 
terms, and he was compelled to take the $118, or 
abandon the debt. In this case Dr. H. performed 
a cure which no doubt saved the patient's life. 
Mr. B. has misrepresented this affair, and stated 
that he settled the bill fairly and honorably. 
After this case was exposed, Mr. B. sent $30 in a 
note to Dr. H.—it being less than the amount of 
interest on the sum which Mr. B. compelled Dr. 
H. to deduct from the bill. Dr. H. returned it 
to Mr. B. with contempt. Dr. H. regrets very 
much, that he is compelled to expose this case, 
in order to prevent a repetition of such conduct, 
which takes place every week. Further, a man 
who will be guilty of such measures, will mis- 
represent facts in order to cover his meanness and 
duplicity, and injure the character of the man 
who exposes him. Dr. H. has from 8 te $10,000 
of charges at $1.00 per visit, against persons who 
are amply able to pay, and refuse to do so, from 
no other reason but from the law which was 
passed in 1819, declaring that no physician or 
surgeon should collect their bills by legal process, 
except they belong to the Massachusetts Medical 
Society; which law is unconstitutional, so far as 
it effects Dr. H., who is not imposing on the 
public. 


S. C. Hewett. 





RECENT DEATHS 


JONES — Daniet Fiske Jones, M.D., of Boston, died 
September 11. He was in his seventieth year. 

Born in Minneapolis, Minnesota, the son of George E. 
and Emma (Hall) Jones, he was educated in the Minne- 
apolis public schools and entered Harvard University with 
the class of 1892. In 1896 he graduated from the Har- 
vard Medical School and entered the Massachusetts Gen- 
eral Hospital as a house officer. After finishing this serv- 
ice he became assistant to the late Dr. Maurice H. Rich- 
ardson, to whom he attributed much of his later success. 

Among his memberships in medical and surgical or- 
ganizations were the American Medical Association, the 
Massachusetts Medical Society, the American Surgical As- 
sociation, the New England Surgical Society, the Inter- 
urban Surgical Society, the Society of Clinical Surgeons, 
the Boston Surgical Society and the International Surgical 
Society. 

His widow, two daughters, a son, and several grand- 
children survive him. 

PASTENE — Acnert ‘A. Pastene, M.D., of 133 Peter- 
borough Street, Boston, died on August 28 after a long 
illness. He was in his sixty-second year. 

He served overseas with the American army as a mili- 
tary doctor and sanitary inspector of French towns. 

Dr. Pastene was a fellow of the American Medical As- 
sociation and a former fellow of the Massachusetts Medi- 
cal Society. 

His widow, Mrs. Susie B. Pastene, survives him. 





NOTICES 


HONOR TO DR. JOHN P. SUTHERLAND 


A bas-relief of Dr. John P. Sutherland, by Mr. Frederick 
W. Allen, will be presented to Boston University School of 
Medicine by his former students on September 23, at 
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|1 a. m., at the Evans Memorial Auditorium, East Con- 
cord Street, Boston. 

Dr. Sutherland’s friends are invited to be present to 
honor him on this occasion. 





ANNOUNCEMENT 


Davin Karp, M.D., announces the opening of his offices 
at 1230 Hancock Street, Quincy, Massachusetts, and 311 
Commonwealth Avenue, Boston. 





REMOVAL 
H. Bertram Uxuian, M.D., announces the removal of his 
ofice to 760 Broadway, Everett. 





NEW ENGLAND SURGICAL SOCIETY 


The annual meeting of the New England Surgical So- 
ciety will be held at Providence, R. I., Friday and Satur- 
day, October 1 and 2. Headquarters will be at the Provi- 
dence Biltmore Hotel. Transportation will be furnished 
from the hotel to the various meeting places. 

The annua! dinner will take the form of a clambake at 
the Squantum Club and informal dress is requested. 

Members wishing to play golf may do so at the Aga- 
wam Hunt Club, Thursday and Friday. Luncheon may 
be obtained at the Club. Please notify Dr. Lucius C. 
Kingman, 76 Waterman Street, Providence, R. I., if you 
wish to play golf on Thursday. 

Entertainment will be provided for the ladies. 

Joun M. Birnie, M.D. 
146 Chestnut Street, 
Springfield, Mass. 





THE AMERICAN PUBLIC HEALTH 
ASSOCIATION'S SIXTY-SIXTH 
ANNUAL MEETING 


The American Public Health Association announces 
that its sixty-sixth annual meeting will be held in New 
York City, October 5 to 8. 

The National Organization for Public Health Nursing 
will meet with the American Public Health Association 
in 1937 for the first time. 

The following related societies will meet with the As- 
sociation as usual: The American Association of School 
Physicians, International Society of Medical Health Of- 
ficers, Conference of State Sanitary Engineers, Conference 
of State Laboratory Directors, Association of Women in 
Public Health and Delta Omega. 

Dr. Reginald M. Atwater is the Executive Secretary of 
the Association, and the headquarters offices are at 50 West 
50th Street, New York City. 





PENTUCKET ASSOCIATION OF PHYSICIANS 
1937-1938 


Meetings will be held at the Hotel Bartlett, 95 Main 
Street, Haverhill. Tel. Haverhill 3680. Hour of meeting: 
8:30 p. m. Dinner followed by address. 

October 14—Louis Phaneuf, M.D. Subject: “Toxemias of 
Late Pregnancy Observed at the Carney Hospital from 
1919-1936.” 

November 18—Varaztad H. Kazanjian, M.D. Subject: 
“Treatment of Secondary Deformities by Cleft Palate 
and Hare Lip Patients.” 

December 9—Soma Weiss, M.D. Subject: “The Relation 
of Pyelonephritis to Arterial Hypertension.” 

January 13—J. Dellinger Barney, M.D. Subject: “Some 
Urological Problems.” 
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February 10—Howard B. Sprague, M.D. Subject: “Some 
Problems of Cardiac Therapy.” 

March 10—Howard F. Root, M.D. Subject: “Some Prob- 
lems in Diabetes.” 

April 14—Arthur W. Allen, M.D. Subject: “Acute Ab- 
dominal Emergencies.” 

May 12—John S. Hodgson, M.D. Subject: “Some Meas- 
ures for Relief of Pain in Malignant Disease.”. 

June 23—Frank H. Lahey, M.D. Subject to be announced. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistrIcT FOR THE WEEK BEGINNING 
Monpay, SEPTEMBER 20— 


SaturpAy, SEPTEMBER 25— 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 





*Open to the medical profession. 





SepremsBer 20-24—Sixteenth Annual Session of the American Congress 
of Physical Therapy. Page 288, issue of August 12 

Serremsern 21, 22 and 23—Clinical Congress of the Connecticut State 
Medical Society, New Haven. Page 237, issue of August 5, and page 496. 


Ocroser 1 and 2—New England Surgical Society. Providence, R. I. 


Notice above. 

Ocroser 3-16—Medicomilitary Inactive Duty Training. 
of August 12. 

Ocroser 5-8—American Public Health Association meeting. 
City. Notice above. 

Octoser 9—American Board of Ophthalmology, Chicago. 
of April 22. 

Ocroser 14-16—Association of Military Surgeons of the United States. 
Page 379, issue of August 26. 

Ocroser 14 - June 23—Pentucket Association of Physicians. 

Ocroser 18-22—Interstate Postgraduate Medical Association. 
issue of September 2. 

Ocroser 19, 20 and 21—Academy of Physical Medicine. 
of April 22, and page 288, issue of August 12 

Ocroser 25-29—American College of Surgeons. Chicago, Illinois. 

Novemser 1-12—1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 

Novemser 6—American Board of Obstetrics and Gynecology. Page 153, 
issue of July 22. 

me SS 1938—The American College of Physicians. Page 41, issue 
of July 1. 

June 13 and 14, 1938—American Board of Obstetrics and Gynecology. 
Page 153, issue of July 22. 


Page 280, issue 
New York 


Page 722, issue 


Notice above. 
Page 418, 


Page 723, issue 


District MEpIcAL SocIETIES 


BristoL SouTH 


Novemser 4—5 p. m., Fall River. 
May 5, 1938—5 p. m., New Bedford. 


FRANKLIN 


Meetings will be held at the Franklin County Hospital, Gr 
1l a. m. the second Tuesdays of November, January, March and May. 


field at 





Mipp_esex East 


Meetings will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. 
on October 13, November 17, January 12, March 16, and May 11. 


MippLesEx NortH 


Meetings will be held at the Vesper Country Club, Lowell, on October 27, 
January 26, and April 27. 


WORCESTER 

At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 

Ocroser 13—Rutland State Sanatorium, Rutland. 

Novemser 10—Grafton State Hospital, North Grafton. 

Decemser 8—St. Vincent Hospital, Worcester. 

January 12—Worcester City Hospital, Worcester. 

Fesruary 9—Worcester State Hospital, Worcester. 

Marcn 9—Memorial Hospital, Worcester. 

Aprit 13—Hahnemann Hospital, Worcester. 


May 1l—Afternoon and evening, annual meeting. 
of program to be announced. 


Place and schedule 
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BOOKS RECEIVED FOR REVIEW 


Diseases of the Nervous System in Infancy, Childhood 
and Adolescence. Frank R. Ford. 953 pp. Springfield 
and Baltimore: Charles C Thomas, 1937. $8.50. 

Rose and Carless Manual of Surgery. Edited by Wil- 
liam T. Coughlin. American (fifteenth) edition. 1,586 
pp. Baltimore: William Wood & Company, 1937. $9.00. 

Atlas of Hematology. Edwin E. Osgood and Clarice 
M. Ashworth. 255 pp. San Francisco: J. W. Stacey, Inc., 
1937. $10.00. 

Clinical Urinalysis and Its Interpretation. Robert A. 
Kilduffe. 428 pp. Philadelphia: F. A. Davis Company 
1937. $4.00. 

Your Diet and Your Health. Morris Fishbein. 298 
pp. New York and London: Whittlesey House, 1937. 
$2.50. 

Injuries and Diseases of the Hip: Surgery and conser- 
vative treatment. Fred H. Albee, assisted by Robert L. 
Preston. 298 pp. New York: Paul B. Hoeber, Inc., 1937. 
$5.50. 

To Drink or Not to Drink. Charles H. Durfee. 212 
pp. New York and Toronto: Longmans, Green & Com- 
pany, 1937. $2.00. 

Health Under the “El’: The story of the Bellevue- 
Yorkville Health Demonstration in Mid-Town New York. 
C.-E. A. Winslow and Savel Zimand. 203 pp. New York 
and London: Harper & Brothers, Publishers, 1937. $2.25. 

Syphilis: The next great plague to go. Morris Fishbein. 
70 pp. Philadelphia: David McKay Company, 1937. $1.00. 

Chronic Rheumatic Diseases: Being the third annual 
report of the British Committee on Chronic Rheumatic 
Diseases appointed by The Royal College of Physicians. 
Edited by C. W. Buckley. Number three. 131 pp. New 
York: The Macmillan Company, 1937. $3.50. 

The Patient and the Weather. William F. Petersen, 
with the assistance of Margaret E. Milliken. Volume iv, 
part 2. 729 pp. Ann Arbor: Edwards Brothers, Inc., 
1937. $11.00. 





BOOK REVIEWS 


Why We Do It: An elementary discussion of human 


conduct and related physiology. Edward C. Mason. 
177 pp. St. Louis: The C. V. Mosby Company, 1937. 
$1.50. 


This neat little volume of one hundred and seventy-seven 
pages has been written by a professor of physiology in a 
medical school who states that for twenty years he has 
been associated with medical students and patients, and 
during that period he has met numerous individuals 
who needed help which medicine and surgery are un- 
able to provide. The book is dedicated to parents and 
teachers in the interest of better citizenship. 

The whole field of modern psychology is covered, and 
although there are chapters on endocrines and the auto- 
nomic nervous system, the approach throughout is Freu- 
dian. Just as a few years ago books were frequently 
published trying to express ancient religious concepts in 
modern scientific terms, so this book attempts to erect a 
philosophic and metaphysical concept of mind as set forth 
by the modern dynamic psychologists upon a physiologic 
foundation. 

In a general way the doctrine is conventional and con- 
servative. No philosophic doubts are expressed. The 
answers to all those mysterious questions which have per- 
plexed mankind since the dawn of history are found to be 
very simple. Many of these simplifications are rather as- 
tonishing if taken out of their context. For instance, “If 
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he succeeds he is called a genius and if he fails he js 
called insane.” For ages man has ploddingly tried to 
unravel the mysteries of the mind and has built up cer- 
tain categorical distinctions which have been useful, in the 
past at least, in prognosticating the future. The author 
lumps them all in together. Neuroses and psychoses, per- 
sonality disorders and peculiar people, all are different 
manifestations of the same perverse psychologic conditions, 
In fact, in the chapter “Types of Personality” is given the 
classification of insanity adopted by the American Psych 
atric Association. Schizophrenia is stated to be but the 
expression of repressed conflicts: “It includes a regression 
to the prelogical thinking of the primitive man.” 

It is stated that with proper care and treatment many 
of these patients recover, though it is admitted “that some 
recover regardless of the type of treatment.” The idea 
that an abnormal state of mind may be due to a specific 
disease process not yet understood is nowhere enter 
tained. 

Doubt is expressed of the existence of absolute sanity, 
as follows: “The perfectly sane person, if such exists, is 
one whose every thought conforms absolutely to the laws 
of science and the rules of logic.” 

The last seven pages, two of which deal with prevention, 
are devoted to treatment. “Mental hygiene may be briefly 
summarized as intellectual honesty, especially honesty 
with oneself. It is stated that 80 per cent of those affect 
ed with mental disease may be relieved or cured by the 
understanding, sympathetic family doctor. The remain- 
ing 20 per cent require the services of one well trained in 
psychiatric methods. 

The book fulfills its promise of giving an outline of the 
whole field of abnormal psychology, but the critical psy 
chiatrist may regard it as a somewhat naive attempt to 
explain that which he himself feels is still quite obscure. 


Electrocardiography. Chauncey C. Maher. Second edi- 
tion. 254 pp. Baltimore: William Wood & Com- 
pany, 1937. $4.00. ~ 


In electrocardiography there is a place for wo different 
kinds of books, one for specialists in the field and an- 
other for the rest of the medical profession. The first 
type of book considers at length the theoretical basis of 
the electrocardiogram and assays an explanation in terms 
of electrophysics of the various deflections and their ab- 
normalities. Such a book, while containing information 
which is indispensable to one aspiring for complete 
knowledge of the subject, may prove difficult or incom- 
prehensible to an amateur. The second type of book is 
empirical. Dr. Maher's Electrocardiography belongs in 
this category. It is concerned with the interpretation of 
the electrocardiogram from the clinical point of view 
rather than the physiologic. It so happens that electro 
cardiography lends itself rather well to empirical clinical 
interpretation. In fact, after Einthoven put the string 
galvanometer in the hands of clinicians, the interpreta- 
tion of abnormal curves was advanced more by correlation 
with diseased conditions than by purely physiologic in- 
vestigation. The volume is a thoroughly practical one 
“for use by the general practitioner, the medical student, 
and the specialist exclusive of the cardiologist, that they 
may learn the value of the electrocardiogram in the diag- 
nosis of cardiac disease and learn to correlate the electro- 
cardiographic findings with the clinical data.” 

The current edition contains 95 illustrative electrocar 
diograms which are interpreted and discussed conserva- 
tively and intelligently. The space devoted to serial rec- 
ords of cases of coronary thrombosis and to precordial 
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leads is inadequate in view of their great importance in 
clectrocardiography, but on the whole the book is to be 
highly recommended. 


Lhe Cost of Adequate Medical Care. Samuel Bradbury. 
86 pp. Chicago: The University of Chicago Press, 
1937. $1.00. 


This book records a study of many tables compiled by 
different students of the problems relating to the eco- 
nomic burden incident to the expenses imposed upon in- 
dividuals and families by illness together with analyses 
ot the facts presented and an interpretation of them by 
the author who is a practicing physician in Philadel- 
phia. 

Starting with the agreed facts that the health of the 
people is the greatest asset of the nation and that the 
United States is equipped with competent physicians, hos- 
pitals, nurses and allied agencies for dealing with disease, 
the author proceeds to discuss the difficulties in the way 
of meeting the health problems of certain groups which 
are found tn the low-income brackets or whose members 
suffer because of inadequate distribution of the necessary 
agencies 

rhe author's estimates of the costs of medical care vary 
from the conclusions of some students of this subject, 
partly because he includes a wider range of items and 
makes use of the fee table of the Chicago Medical So- 
ciety. 

The facts presented in this small volume and the gen- 
eral attitude toward the subject will interest those who 
are concerned in the economic problems of adequate medi- 
cal care. 

This study is a well-prepared consideration of this im- 
portant subject. 


La Migraine Ophthalmique. -G. Renard et A.-Pascal 
Mekdjian. 146 pp. Paris: Masson et Cie, 1937. 22 
re. 

In our present state of ignorance regarding the etiology 
and pathology of migraine, we cannot expect a very logi- 
cal description of the disease. There are in the literature 
loo Many superstitions and prejudices and too great a 
mass of contradictory testimony to permit a succinct and 
sequential review. 

Cognizant of these difficulties the authors have done an 
excellent piece of work. After an historical résumé which 
is perhaps the least interesting, but a necessary, part of the 
book, they present a comprehensive clinical description 
of ophthalmic migraine. This is formulated about the 
chronologic tetrad of positive scotoma,  scinullating 
scotomas, headache and nausea; each of these the authors 
discuss in detail, pointing out the usual and the unusual 
variations. as well as the variations with age. As the 
authors note, it is only the atypical forms which present 
diagnostic problems. 

As for the pathogenesis of ophthalmic migraine, the 
authors conclude that the visual phenomena are due to a 
vascular spasm in the visual cortex (sudden onset, ephem- 
eral character, relief by vasodilators, and so forth), but 
cannot satisfy themselves as to the relation of the auto- 
nomic system to this spasm. The headache is probably 
due, according to the authors, to an antidromic trigeminal 
reflex, because of the prompt relief following subcuta- 
neous novocain injected into the region of the trigeminal 
branches. (The evidence for this, however, is based on 
the findings in only three cases!) 

After reading the thoroughly annotated chapter on the 
etiology of ophthalmic migraine, one is necessarily con- 
fused. One is left with the impression that anything—at- 
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mosphere, allergy or whatnot—may cause it. To corre- 
late this host of alleged causes, the authors suggest that 
none of them sa generis are responsible but that any one 
of them may be the precipitating factor in a person who, 
through inheritance or acquisition, has the susceptibility 
to this form of vascular spasm—who has, in the authors’ 
words, the “terrain migraineux.” 

In attempting to analyze further this “terrain migrain- 
eux,” the authors have measured the systemic and retinal 
arterial pressure in 150 cases. In ophthalmic migraine of 
the young, the arterial tension, while tending to be lower 
than normal, showed a significant variability, while in the 
group over forty, hypertension predominated (no mention 
is made of a control series). Thus the authors distin- 
guish two types of migraine, according to age. 

The discussion of treatment in ophthalmic migraine is 
too all-inclusive to allow review. Suffice it to say that they 
list the various medical and surgical procedures but con- 
clude that no panacea is as yet known. 

By way of criticism, it is as satisfactory a monograph as 
any could be on such an ill-understood subject. 


An Investigation into Questions of Social Hygicne in the 
Counties of Vdsterbotten and Norrbotten, Sweden. 
780 pp. English (partly revised) edition. Lund: 
Haken Ohlsson, 1937. 


This instructive study of social hygiene in Sweden was 
conducted with the support of the Royal Medical Board 
from 1929 to 1931. Each specialized section was written 
by an authority on that phase of the study. The term 
“social Lygiene” is explained in this research by a brief 
outline of its leading aims and fields. “One of the aims of 
social hygiene is to investigate those causes of sickness 
which frequently have their origin in certain social phe- 
nomena—such as poverty, bad housing conditions, inade- 
quate nutrition, work which, by reason of its special 
character, unduly long working hours, or bad division of 
time, is detrimental to the health; injurious habits and 
customs, and so forth—to show their noxious effects on 
the health, and to give advice and suggestions for 
their prevention. Another of its aims is to suggest meas- 
ures for combating those diseases, or groups of diseases, 
which originate in prevailing social evils, notably tubercu- 
losis, chronic joint affections, occupational diseases, alco- 
holism, and so forth. One of the most important fields of 
social hygiene is the so-called ‘preventive care’: maternity 
welfare, care of infants, small children and school chil- 
dren, housing, bathing, questions of dietary, and so 
forth.” 

The result of the original survey from 1929 to the end 
of 1931 was controlled by subsequent examinations made 
in 1932. In the course of the investigation, 17,400 per- 
sons were subjected to medical examinations and 4,400 to 
dental examinations. A large number underwent both. 

The main objective of the investigation was to ascertain 
the causa! connection between the dietary deficiencies pre- 
vailing in these counties and certain morbid conditions, 
notably achylia, colitis, and anemia, all more common in 
these counties than in other parts of the country. 

The aim of the board was to secure, as a result of an 
organized scientific investigation, a substantial foundation 
for the enactment of measures to improve hygienic condi- 
tions. The results of the study are followed by recommen- 
dations for the adoption of certain measures which the 
investigation showed to be urgent and desirable. 

The English edition of this study was published in 
1937. Certain parts of the original edition have been re- 
vised and brought up-to-date. This work is in five parts. 
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Part I gives the geographical and climatic conditions, 
the general plan of the survey, the housing conditions, 
and the results of the medical examination of school 
children. 

Part II gives the result of the study concerning the nu- 
trition of the population, basal metabolism in relation to 
the diet and the occurrence of gastric achylia, peptic ulcer, 
intestinal disorders, anemia, minimal urinary hemor- 
rhage, and hypovitaminosis. 

Part III is the result of the survey as it concerned the 
teeth and their diseases. 


Part IV consists of a paper by Professor Gustaf Gothlin, 
M.D., entitled “Determination of the antiscorbutic potency 
of vegetable products, chiefly berries, grown in Norr- 
land” and published in 1933. 

Part V is of special interest to the American reader be- 
cause it gives a picture of Sweden’s public health and 
medical services and of the intensive efforts to improve 
sanitary conditions, and furnishes extensive information 
about institutions and associations within the country for 
the promotion of hygiene. The efforts being made to im- 
prove housing conditions, the care of children and per- 
sonal hygiene, as well as to enlighten the people upon the 
importance of a rational dietary, are intensely inter- 
esting. 

It is obvious that the scope of the study increased as it 
progressed, and it is gratifying to learn in the supplement 
that at time of publication some of the health measures 
recommended in this comprehensive, fact-finding excellent 
study have been enacted into law. 


Condition Satisfactory: A physician’s report of his own 
illness. Sdandor Puder. 201 pp. New York and 
London: Alfred A. Knopf, 1937. $2.00. 


The author of this book, a Hungarian specialist in in- 
ternal medicine, was forced to undergo three successive 
operations. What he experienced, what he saw, felt and 
thought during his illness form the subject of this book. 
Along with the factual medical account, he gives a con- 
secutive description of his own physical and psychologic 
reactions. 

The author, apparently a resident physician in a tu- 
berculosis sanatorium, developed acute abdominal symp- 
toms which he promptly recognized as acute appendicitis. 
Indecision and temporizing were responsible for a delay 
of five days before operation, in consequence of which an 
abscess was found which was simply drained and the 
appendix was not removed. Following the operation, 
which was carried out under ether, the patient developed 
pneumonia and underwent a long and stormy conva- 
lescence. A year later the patient had another attack of 
appendicitis, and again delays resulted in rupture and 
abscess, and again simple drainage was carried out, this 
time under novocain anesthesia. Convalescence from the 
second operation was uneventful. After a reasonable in- 
terval the patient re-entered the hospital for removal of 
the appendix and repair of an incisional hernia, under 
spinal anesthesia. 

Viewed solely as a case history, the management was 
certainly inadequate according to ideal standards. In 
spite of the localized peritonitis, the patient received no 
clyses, minimal amounts of morphine, enemas the day 
after operation, and apparently unrestricted fluids by 
mouth. During the pneumonia, scant use was made of 
oxygen, but a total of a liter of camphor in oil was in- 
jected intramuscularly. No limitation of visitors was prac- 
ticed, and the patient was constantly surrounded by a host 
of relatives and friends, even during the gravest pe- 
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riods of his illness. Special nurses were available, but 

spent most of their time sleeping in the patient’s room. 

The patient’s own reactions to the various procedures 
are set down with a wealth of detail. The publisher’s 
note on the jacket points out that “the habit of scientific 
observation stayed by him through fever and delirium.” 
These observations and descriptions reveal the author as 
an introspective and neurotic young man, emotional and 
probably a little unstable even in periods of health. His 
intense agony during rectal examination, catheterization, 
lumbar puncture, hypodermic injection and even the needle 
prick necessary for a blood count suggests that all his 
reactions were probably exaggerated. Throughout the 
operation performed under novocain he roared, bellowed 
and howled because of the “infernal torture.” In general, 
the terms used to describe sensations are no better and 
no different than those used by laymen. Pain is essen- 
tially an incommunicable experience, and the qualifications 
of “hellish,” “horrible” and “agonizing” do little to 
elucidate the mystery. Similarly the disconnected and 
tormenting thoughts and phantasms of delirium can have 
little significance or value to others. The patient's moods 
of despair, vexation and euphoria at the various stages of 
his illness correlated fairly well with the developments 
in his case, and are neither unique nor surprising. 

A foreword by a compatriot novelist hails the book as 
literature, and apparently the publisher felt that it would 
appeal to lay readers as well as to the profession. The 
book is devoid of wit or humor; the translation from the 
original German is adequate but pedestrian, and it is dit- 
ficult to see why the layman should want to read it, or 
should benefit by reading it. For the professional read- 
er, the book may serve as a reminder that a patient is 
primarily a human being; that sickness makes people hy- 
persensitive and petulant; and that skill, gentleness and 
kindliness are important factors in the treatment of dis- 
ease. 

Health Education of the Public: A practical manual of 
technic. W. W. Bauer and Thomas G. Hull. 227 
pp. Philadelphia and London: W. B. Saunders Com- 
pany, 1937. $2.50. 

The authors have brought together very valuable in- 
formation on health education of the public. The book 
is a manual which discusses the various methods used in 
the education of the public on health matters. The ad- 
vantages and disadvantages of the various methods are 
presented. There are definite instructions given in the 
use of these methods and an excellent bibliography of 
material. The character of the book is such that it does 
not lend itself easily to a short review. “It has been the 
purpose of the authors to make it a factual handbook for 
the practical worker in the field.” 


The subjects discussed are radio talks, exhibits, public 
meetings, pamphlets, newspapers, motion pictures, maga- 
zine articles, correspondence, books and other miscella- 
neous devices. There is a suggestive outline for educa- 
tional material to be used for each month of the year. 

The final chapter discusses the measuring of results and 
indicates seven criteria. Each of them is discussed, and 
its relative value indicated. The criteria are: changes 
in the death rate of a community, morbidity figures, 
growth of legitimate health agencies, twenty investigated 
procedures, utilization of health agencies, decline of dif- 
ficulties in conducting health program, and progress in 
public welfare. 

For anyone who is concerned with informing the lay 
public in matters of health, the book should be of great 


practical service. 





